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CHAPTER 1 
GENERAL 
Paragraphs 
SrecTION I. General characteristics of medical service_________ 1-9 
II. General tactical considerations________________-__ 10-13 
SECTION I 


GENERAL CHARACTERISTICS OF MEDICAL SERVICE 


@ 1. Status or MepicaL DEPpARTMENT.—a. The Medical De- 
partment is one of the services of the Army. It has the gen- 
eral functions of administration, supply, evacuation, and hos- 
pitalization. 

b. The Medical Department includes the Medical Corps, the 
Dental Corps, the Veterinary Corps, the Medical Administra- 
tive Corps (and, in time of war, the Sanitary Corps), the Army 
Nurse Corps, enlisted men of the Medical Department, and 
civilian employees. 

c. For further details, see FM 100-10, AR 40-5, and AR 
700-10. 


@ 2. GENERAL MissIon.—a. Medical.—The general mission of 
the medical service is to contribute to the success of military 
operations by application of technical knowledge to two 
major military problems: 

(1) Conservation of mobilized manpower.—Military man- 
power is conserved by the physical selection of personnel to 
insure that only the relatively fit take the field; by the pro- 
tection of troops against preventable hazards to health and 
fitness; and by the prompt and effective care of the sick and 
injured so that casualties may be converted promptly into 
replacements. 
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(2) Prevention of adverse effects of unevacuated casualties 
upon combat efficiency—The accumulation of casualties 
within any combat unit restricts its movements; and lack of 
proper facilities for the care of the wounded has always 
exerted a Serious depressing effect upon soldiers. These ad- 
verse influences can be prevented only by the prompt and 
orderly evacuation of casualties from forward areas in a man- 
ner calculated least to interfere with other military require- 
ments and most to promote the morale and courage of 
remaining effectives. 

b. Dental.—Dental service is an integral element of medical 
service. It contributes to the conservation of mobilized man- 
power by the prevention of dento-oral disease, and by the 
treatment or correction of such disease, injury, abnormality, 
or deficiency. In combat it assists in first aid, evacuation, and 
other general functions of the medical service. 

c. Veterinary.—The mission of the veterinary service is the 
conservation of the animals of the Army, and of mobilized 
manpower insofar as it is influenced by the quality and sani- 
tary condition of foods of animal origin. 


@ 3. GeneraL RESPONSIBILITIES.—The general responsibilities 
of the medical service are— 

a. The evacuation, care, and treatment of sick and injured 
men and animals in all situations. 

b. The initiation of measures to insure the health of troops 
and animais. 

c. The supervision of all public health measures in occu- 
pied territory and among prisoners of war or other persons 
who may constitute a potential danger to the health of troops 
or animals. 

d. The procurement, storage, and distribution of medical 
supplies. 

e. The preparation, classification, and preservation of rec- 
ords of sickness and injury for the information of higher 
authority, for use in future planning, and to assist in the 
adjudication of claims for disability, with justice both to the 
Government and to the individual. 
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f. The training of all Medical Department personnel and 
supervision of the training of all personnel in hygiene and 
first aid. 

g. The submission of timely information and feasible rec- 
ommendations to the proper authority upon all matters 
within the scope of medical service. 


@ 4. ADMINISTRATION.—See FM 101-5. 

a. General.—All functions of medical service which are 
associated in any way with command responsibility are 
administered through command channels. Other functions 
are administered through Medical Department channels. 

b. Distribution of medical service—(1) Attached medical 
personnel.—(a) Medical personnel are attached by Tables of 
Organization to each unit of an arm or a service, except 
medical, larger than a battalion, and to separate battalions 
and other units of comparable size. In special cases they 
may be attached temporarily to units smaller than a bat- 
talion. 

(b) Veterinary personnel are attached to units whose ani- 
mal strength is sufficient to justify their employment. 

(2) Medical units—All tactical units of combined arms 
and services include units of Medical Department troops, 
such as medical regiments or battalions, surgical and evacua- 
tion hospitals, medical depots, and veterinary companies and 
hospitals. Territorial commands may include any of the 
foregoing and, in addition, such other Medical Department 
units as hospital trains and ships, and fixed hospitals, both 
medical and veterinary. 

(3) Exempted Medical Department activities—In addition 
to the Medical Department activities in tactical and terri- 
torial commands, there are certain others that are exempted 
from such jurisdiction and that function directly under the 
control of The Surgeon General. This class of medical units 
and installations comprises general hospitals in the zone of the 
interior, special service schools of the Medical Department, 
and other similar activities of a technical character that may 
be specifically designated by the War Department. 
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c. Medical command.—(1) An officer of the Medical Corps is 
provided on the staff of every unit to which medical troops 
are attached, of every unit of combined arms and services, 
and of every territorial command. ‘This officer, the unit or 
area surgeon as the case may be, commands all Medical De- 
partment troops not assigned or attached to subordinate units 
of the command. He is responsible to his commander for in- 
itiating and recommending the necessary measures for the 
proper medical, dental, and veterinary service of the com- 
mand, and for carrying out these measures in accordance 
with the decisions of the commander. 

(2) Surgeons of commands are designated generically as 
the “surgeon,” and specifically by the designation of the com- 
mand to which each pertains; e. g., the surgeon, communica- 
tions zone; the surgeon, Second Army; the surgeon, 5th Divi- 
sion; the surgeon, 9th Field Artillery. When provided as as- 
sistants to the surgeon, the dental officer and veterinary officer 
so provided are known as the dental surgeon, and the 
veterinarian, respectively, of the command. 


@ 5. Suppty.—a. General—The Medical Department is 
charged by law and regulation with the procurement, storage, 
and issue of the items of special supply used in the care and 
treatment of the sick and injured, and of first aid packets, 
foot powder, and litters for the use of all troops. Items of 
general supply required by the Medical Department are fur- 
nished by the Quartermaster Corps; and all items of special 
supply, other than those procured by the Medical Department 
itself, are furnished by the supply arm or service concerned. 

b. Property exchange.—In transferring a patient from one 
medical agency to another, there is frequently certain medical 
property that cannot be separated from him without causing 
suffering or injury, such as blankets, splints, tourniquets, and 
litters. To prevent rapid and unnecessary depletion of the 
equipment of the transferring agency, the receiving agency 
turns over at once to the transferring agency a like number of 
the same items of medical property that it received with the 
patient. This procedure is termed “property exchange” and 
is employed in all medical units from the battalion medical 
section to the general hospital. 
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M@ 6. PREVENTION OF DISEASE AND INJuRY.—da. The prevention 
of disease and injury is one of the most important functions 
of medical service. Every contact and activity of the soldier 
which may affect his physical fitness is a proper concern of 
the surgeon. The prevention of injury is as important as, and 
generally less difficult than, the prevention of disease. 

b. Physical condition is a critical factor in the combat 
efficiency of troops. Miélitary history offers numerous ex- 
amples of battles that were lost and campaigns that failed 
solely because of sickness among the personnel. The physical 
strain in modern warfare has increased the importance of 
physical conditicn. Situations arise in every war in which 
the health of troops must be temporarily subordinated to mili- 
tary necessity; but consistent disregard of the health of troops 
will, as it always has in the past, lead to disaster. 

c. The Medical Department investigates problems of mili- 
tary preventive medicine and gives special instruction in this 
field to its officers. However, because of the rights and re- 
sponsibilities of command, the Medical Department cannot 
effect the necessary measures for prevention of disease and 
injury except within its own organizations. The responsi- 
bility of a unit surgeon extends only to keeping the unit com- 
mander fully informed of the sanitary situation with appro- 
priate recommendations for the correction of any defects. 
For further details see FM 8-35. 


@ 7. EvacuaTion.—a. Evacuation is the process of moving 
casualties from one medical installation to another farther to 
the rear. The term “chain of evacuation” is applied to the 
entire group of successive agencies and installations engaged 
in the collection, transportation, and hospitalization of the 
sick and injured. The forward terminus of a chain of evacua- 
tion is usually at an aid station; and the rear terminus at a 
general hospital. 

b. Of all the tasks of the Medical Department, the most 
difficult, and in combat the most important, is the evacua- 
tion of casualties. Commanders of all echelons must com- 
prehend the magnitude and the importance of this function. 
The operation of evacuation of casualties is of the nature 
of a major withdrawal. In operations against strong re- 
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sistance as many as one-fifth of all troops engaged, and a 
much greater proportion of certain elements, may require 
evacuation within a relatively short period. Under the most 
favorable circumstances the numbers involved would make 
the task difficult; but the true proportions of the problem 
are revealed only by the other factors that must be com- 
bated in the operation. These are— 

(1) The withdrawal must be made against a constant for- 
ward flow of troops and supplies, and interference must be 
kept to the minimum. 

(2) Evacuees are unorganized, and they must be gathered 
as individuals from all units of the force. They are not self- 
supporting, but require individual care and treatment through 
all stages of their withdrawal. A large proportion are unable 
to walk and must be carried each time they are moved. 

(3) In forward areas especially, evacuation must be car- 
ried on at times under the most trying conditions of weather, 
terrain, and combat. Conditions which seriously impede all 
movement may increase the numbers to be evacuated. 


@ 8. HosPpITALIZATION.—a. Casualties require care and treat- 
ment from the time they are received by the Medical De- 
partment until their final disposition. Many measures ap- 
plied as first aid are of value in definitive treatment; and it 
is impossible to fix a point where emergency treatment ends 
and curative treatment begins. However, somewhat arbi- 
trarily the term “hospitalization” is restricted to care and 
treatment in those medical installations designed and 
equipped to undertake major procedures in the definitive 
treatment of the sick and injured. 

b. Hospitals are classified as “fixed” and “mobile”. Fixed 
hospitals include general hospitals and station hospitals; and 
mobile hospitals comprise evacuation hospitals and surgical 
hospitals. However, regardless of its designation, a mobile 
hospital that cannot be evacuated of its patients becomes in 
effect a fixed hospital. 

c. AS soon as the medical service receives a sick or injured 
person who requires hospitalization, it is confronted with a 
choice between two alternatives. It must either move the 
patient to a hospital, or a hospital to the patient. Two fac- 
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tors govern the choice. First and most important is the 
military situation at the time, and second the condition of 
the patient. 

(1) It is obviously impracticable to undertake. definitive 
treatment of sick and injured in areas subjected to intense 
hostile action. Aside from the element of danger, minor 
fluctuations in battle lines would expose patients and per- 
sonnel to capture. In combat, then, the patient, regardless 
of his condition, must be moved to the hospital. 

(2) On the other hand, every casualty evacuated must be 
replaced; so the evacuation of one man requires movement of 
two. The administration and operation of the replacement 
system are burdensome at best; and every replacement spared 
lessens the overhead required for this service. Furthermore, 
a replacement is rarely as valuable immediately to an organi- 
zation as the veteran whose place he took. If a casualty can 
be made ready within a few days to resume his place in his 
organization, it may be more economical to move the hospital 
to him than to move him to a hospital. To evacuate all 
casualties under all conditions so far to the rear that replace- 
ments must be furnished is both uneconomical and unde- 
sirable. So, when the military situation permits, patients that 
will be fit for full duty within a short time may be retained 
within the division in a clearing station established by a di- 
vision medical unit normally engaged in evacuation. It must 
be remembered, however, that division medical units must 
never be allowed to become immobilized with patients. Their 
primary function is evacuation in combat; and they must be 
free to discharge this function whenever combat is imminent. 

d. The objective of all hospitalization is to return a mazi- 
mum number of casualties to full duty within a minimum 
time. Such individuals because of previous training and 
experience are the most valuable of all replacements. Agen- 
cies charged with procurement of personnel should regard the 
disposition wards of hospitals as a preferred source. 

e. A certain proportion of casualties recovers without being 
fit for military duty. These must be classified, and such as 
are able returned to limited service. Those entirely unfit for 
further service are retained only until maximum improve- 
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ment has been reached when they are discharged from the 
service. The medical service of the Army cannot properly 
extend its facilities to individuals of no potential military 
usefulness; and, recognizing this, the Government has created 
other medical agencies to fulfill its obligations to the disabied. 


# 9. Basic CONSIDERATIONS.—a. Responsibility Commanders 
are responsible for the medical service of their commands. 
Whether the command is large or small, and whether the 
exercise of the functions of command is complex or simple, 
the commander must be the controlling head. Decision as 
to a specific course of action in any given case is the responsi- 
bility of the commander alone. It is the task of the staff te 
furnish the commander with such information, data, and ad- 
vice as he may require in reaching his decision. (See FM 
100-5.) The authority to prescribe tasks for medical service 
involves a responsibility to provide adequate means for the ac- 
complishment of those tasks. Like units in other arms and 
services, medical units are designed to carry usual or normal 
loads. In exceptional situations they require reinforcement. 

b. Medical organization.—(1) Since the responsibility for 
medical service rests with unit commanders, medical organi- 
zation must parallel tactical organization. 

(2) The effectiveness of medical service frequently is a func- 
tion of time rather than of thoroughness. Primitive meas- 
ures, instituted early, often contribute more to the saving of 
life or limb than more elaborate measures after a delay. This 
requires that facilities for primary care and treatment be 
provided within small tactical units. 

(3) Sick and injured are not cargo to which the ordinary 
rules of logistics can be applied. They are perishable; they 
must be prepared for evacuation; and they require constant 
care and treatment en route. To effect this a suitable in- 
stallation to receive them must be located at each point in 
their journey from front to rear where either the character of 
the transport .changes, or the responsibility for evacuation 
passes to another agency. Motor transport has altered the 
relationship between time and space; but the relationship be- 
tween time and the ability of a sick or injured man to with- 
stand transportation remains unchanged. 
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c. Medical plans and operations.—Decision is a function of 
command; but it is a staff function to elaborate the details 
necessary to carry the decision into effect. Medical service 
must be planned and operated in conformity with the specific 
plans and general policies of the commander; and medical 
plans must be coordinated with other parts of plans. This 
requires that the surgeon is kept informed of the plans and 
intentions of the commander. (See FM 100-5.) 

d. Continuity of medical service.—Medical service must be 
continuous. When an organization is mobilized it requires a 
functioning medical service. Medical units in sufficient num- 
bers must be given the highest priority in any mobilization or 
concentration. Sickness occurs during each hour of the day 
and night, regardless of the location or employment of troops. 
In combat, the necessity for organized evacuation arises the 
instant contact is gained. (See also par. 11d and f.) 

e. Concept of patient—The peculiar relationship be- 
tween patient and physician that distinguishes the civil prac- 
tice of medicine is incompatible with an efficient military 
medical service. In civil practice each patient is an entity, 
and all other considerations are subordinated to the allevia- 
tion of his individual disability. This concept of medical re- 
sponsibility is obviously unsuited to the special conditions 
that obtain in war. Medical means, always limited, must be 
so distributed as to render the greatest service to the greatest 
number. The devotion of a disproportinate amount of time 
and effort to one casualty can only result in the neglect of 
many other casualties. The interests of the individual cas- 
ualty must be subordinated to the interests of the mass 
of casualties. This is by no means to infer that mili- 
tary medical service should be disinterested or unfeeling. 
It is rather to insist that it can be really effective only when 
it is impartial and economical; and, until he fully accepts 
this point of view, the value of a medical officer is seriously 
impaired. 

f. Sorting of casualties—No patient must be permitted to 
proceed farther to the rear than his physical condition war- 
rants, or the military situation demands. The sorting of the 
fit from the unfit is a most important function of every med- 
ical agency from the aid station to the general hospital. 
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Every case evacuated without sufficient reason imposes an 
unnecessary burden upon three agencies: his organization 
must go short-handed until he is replaced; the replacement 
system must procure, equip, train, and transport a man to 
take his place; and the medical service must provide an addi- 
tional berth in ambulances and trains, an additional bed in 
a hospital, and additional personnel to care for him. The 
problem created by one such case is not impressive; but the 
multiplication of these caSes by indifferent sorting of casual- 
ties will place a strain upon administrative agencies that 
may jeopardize the success of the operations. Unnecessary 
evacuation of patients is of the nature of subsidized strag- 
gling. The mere fact that an illness or injury exiSts is not 
enough to justify the evacuation of the case. The illness or 
injury either must be incapacitating in fact or of such char- 
acter that serious consequences may follow if the soldier be 
returned immediately to full duty. This decision is often 
difficult when there is little time for observing the case, and 
the benefit of all reasonable doubt must be given the case. 
However, with proper attention paid to the sorting of casual- 
ties, the number of cases evacuated unnecessarily can be 
greatly reduced. 

g. Abandonment of casualties—Abandonment of living 
casualties to the enemy is always destructive of morale even 
when it is not inhumane. In warfare against uncivilized peo- 
ples it is not considered even in desperate situations; and this 
has often been a limiting factor in operations against bar- 
barous tribes. In rapid retrograde movements it is fre- 
quently impossible to evacuate all casualties with the facili- 
ties at the disposal of the medical service. In such a situation 
one or a combination of only three courses of action are pos- 
sible: the speed of the movement may be retarded to permit 
evacuation with the facilities at hand; the medical service 
may be reinforced; or the casualties may be abandoned to the 
enemy together with a detachment of medical troops sufficient 
for their care. This is a command decision. It is the duty 
of the surgeon to present to the commander the data neces- 
sary for him to arrive at his decision; but the commander alone 
must decide whether or not to abandon his casualties in whole 
or in part. 
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SECTION II 
GENERAL TACTICAL CONSIDERATIONS 


@ 10. CoMMAND AND STAFF RELATIONS OF SURGEON.—a. With 
commander.—The commander is responsible for his medical 
service. The surgeon is the special staff officer charged with 
keeping the commander informed as to the conditions and 
capabilities of the medical service, and with elaborating the 
details necessary to carry the decision of the commander, as 
it affects medical matters, into effect. (See FM 100-5.) Asin 
the case of any staff officer, the commander may utilize the 
services of the surgeon in a purely advisory capacity; or he 
may delegate to the surgeon authority to act in the com- 
mander’s name, within established policies, in affairs that 
fall properly within the jurisdiction of the medical service. 
The general responsibilities of the surgeon to his commander 
are— 

(1) To inform and advise the commander upon all matters 
that affect the health of the command and the care of the 
sick and injured. The commander is charged with having 
ever before him a conception of the physical state of his 
command. Of certain factors governing physical state the 
surgeon alone can inform him. (See FM 100-5.) 

(2) To submit to the commander plans for the training and 
employment of medical units. Responsibility for the medical 
service includes the responsibility for its training. Every 
command that has a medical service comprises other subordi- 
nate elements. To act effectively a command must operate as 
a coordinated whole. The medical plan is a part of the gen- 
eral plan of a command, and must be fitted with the other 
subordinate plans. For this reason medical plans must be 
submitted for the approval of the commander. (See also 
par. 15.) 

(3) To exercise supervision for the commander over the 
technical aspects of the training and operation of the medical 
services of subordinate elements. This is purely a staff func- 
tion and does not encroach upon the prerogatives of sub- 
ordinate commanders. It is the duty of the surgeon to follow 
up the execution of the instructions issued by the commander 
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which apply to any phase of medical service. He may call 
for such technical reports from surgeons of subordinate units 
as are necessary in supervising the execution of the work 
with which they are charged. (See FM 101-5.) 

(4) When, in addition to his staff duties the surgeon com- 
mands a medical unit, his responsibilities to his commander 
are the same as those of any subordinate commander. (See 
FM 100-5.) 

b. With general staff—The diversified activities of the 
medical service require the surgeon to deal with all sections 
of the general staff or, in commands lacking one or more gen- 
eral staff sections, with the staff officers discharging such 
general staff functions. Insofar as the surgeon is concerned 
with any of the matters listed below, he deals with the general 
staff sections indicated. 

(1) G-i or adjutant general’s section, depending upon the 
type of division.—(a) Sanitation; measures for the control 
of communicable diseases of men and animals. 

(bo) Medical problems associated with prisoners of war, 
refugees, and inhabitants of occupied territory. 

(c) Personnel matters, and replacements for medical units. 

(qd) Reports of human casualties. 

(e) Employment of prisoners of war to reinforce the 
medical service. 

(2) G-—2 section—(a) Nature and characteristics of weap- 
ons, missiles, gases, and other casualty-producing agents 
employed by the enemy. 

(bo) The character of the organization and operation of 
the medical service of the enemy, especially as it relates to 
new methods which may deserve study and trial. 

(ec) Communicable diseases in enemy forces. 

(d) Supply of maps. 

(3) G-3 section—(a) Current information of the tactical 
situation; future plans. 

(b) Mobilization, assignment, and training of medical units; 
training of all personnel in military sanitation and first aid. 

(ec) Signal communications in medical installations. 

(qd) Troop movements affecting medical personnel. 

(4) G=—4 section —(a) Tactical dispositions of medical units. 
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(b) Supply matters, both general and medical. 

(ce) Transportation of medical units. 

(d) Evacuation by higher echelons. 

(e) Reinforcement of the medical service by a higher 
echelon. 

(f) Hospitalization. 

(g) Shelter for medical troops and installations. 

(h) Coordination of nonmilitary welfare and relief agen- 
cies in medical installations. 

(i) Traffic control and restrictions affecting medical 
vehicles. 

(j) Reports of animal casualties. 

(k) Animal replacements for medical units. 

(1) All other matters which have not been specifically 
allotted to another general staff section, or wherein there is 
doubt as to which section has jurisdiction. 

c. With special staff—The expenditure of much time and 
energy may be spared the general staff by the close coopera- 
tion of the surgeon with other members of the special staff. 
In war, time is ordinarily too precious to be wasted in ponder- 
ous methods of formal staff procedure. Informal agreements 
among special staff officers, succinctly submitted for approval 
when necessary, promote efficiency as well as foster the 
friendly personal relations that are so essential to the smooth 
functioning of a staff. The more important contacts of the 
surgeon with other special staff officers will be in connection 
with— 3 

(1) Engineer.—(a) Water supplies; sewerage systems; 
electricity. 

(b) Road construction and maintenance in and around 
medical installations. 

(c) Construction, repair, and maintenance of roads and 
structures used by the medical service. 

(d) Preparation of signs. 

(e) Camouflage. 

(f) Maps. 

(2) Quartermaster —(a) Disposition of the dead at medi- 
cal installations; the sanitary aspect of the disposition of all 
dead. 

(b) Bathing, delousing, and laundry facilities for all troops. 
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(c) Clothing for gassed cases, and other patients returning 
to duty. 

(ad) General supply of medical units. 

(e) Procurement of land and existing shelter for medical 
troops and installations. 

(f) Procurement and operation of utilities allocated to the. 
Quartermaster Corps. (See FM 100-10.) 

(g) Transportation, land and water; motor and antas 
transport of medical units. 

(3) Chemical warfare officer—(a) Gas defense of medical 
troops and installations; gas masks for patients. 

(bo) Types of gas used and methods of identification. 

(c) Toxicology and pathology of new gasses. 

(4) Adjutant general—(a) All official correspondence 
through command channels. 

(b) Personnel matters. 

(c) Postal service for medical units and installations. 

(5) Signal officer—Signal communication for medical 
installations. 

(6) Judge advocate—(a) Questions of military and civil 
law. 

(b) Administration of justice in medical units. 

-(7) Headquarters commandant and provost marshal.—(a) 

Physical arrangements for the surgeon’s office. 

(b) Custody of sick and injured prisoners of war. 

(c) Disposition of stragglers and malingerers in medical 
installations. 


Mil. GENERAL TACTICAL DOCTRINES OF MEDICAL SERVICE.— 
From the. mission, characteristics, and responsibilities of the 
medical service flow certain doctrines governing the employ- 
ment of medical units. The more important ones are stated 
below, not for the purpose of limiting the initiative of medical 
officers but to furnish guides for planning and operating a 
medical service. Situations will arise wherein the rigid ap- 
plication of one or more of these rules may be inexpedient. 
Officers and men of all grades are expected to exercise a 
certain independence in the execution of tasks assigned to 
them and to show initiative in meeting situations as they arise. 
However, the experience of the many battlefields in which 
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these doctrines were refined is too impressive to permit them 
to be dismissed lightly. (See FM 100-5.) 

a. Medical service must be flexible. Allotment of medical 
means is based upon the military situation and the tactical 
plan obtaining at the time. Changes in the situation may 
require an immediate redistribution of medical means. An 
adequate reserve is the most positive assurance of flexibility. 
So long as the commander retains a reserve of combat ele- 
ments, a commensurate reserve of medical means must be 
held to support them when they are committed. When his 
medical reserve has been exhausted, or depleted to the point 
of inadequacy, it is the first concern of the surgeon to recon- 
stitute a suitable reserve from units already committed. If 
this be impossible, he must seek reinforcement. Mobility is 
another very important element in flexibility. (See b below.) 

b. Mobile medical units must retain their mobility. The 
essence of medical support is in the maintenance of contact 
with combat elements. Medical units should retain complete 
mobility as long as possible by establishing their stations only 
partially until the demands of the situation require the com- 
mitment of their entire means. Once entirely committed, the 
only way the mobility of a medical unit can be preserved is 
by prompt evacuation. An immobilized medical unit can con- 
tinue its support only in a static situation. In the advance 
it must be replaced with another unit. In a retrograde move- 
ment it must be abandoned. 

c. The zone of responsibility for evacuation assigned to any 
medical unit lies to its front rather than to its rear. No ech- 
elon of medical service is given a responsibility for evacuation 
that extends farther than its rearmost medical installation. 
This is based upon two considerations: 

(1) The commander being responsible for evacuation, his 
responsibility may not properly be extended farther than the 
rear boundary of his command. 

(2) The usefulness of a medical unit ceases when it loses 
contact with the elements it is supporting. It is manifestly 
impossible under all circumstances for a unit to maintain con- 
tact in two opposite directions. Since contact with forward 
elements is essential to medical support, the responsibility for 
contact must be confined to that direction. 
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d. In combat the necessity for medical operations arises the 
minute contact is gained. Casualties begin to accumulate as 
soon as troops come under fire, and their care and prompt 
evacuation are as important then as it ever will be. Medical 
units should be disposed in marching columns in a manner 
that will facilitate their entry into action without delay; and 
the surgeon must keep abreast of tactical developments in 
order to be prepared to initiate combat medical service at 
once. 

e. Preferential medical support is given to combat elements 
with decisive missions. This accords with the tactical pro- 
cedure of placing the bulk of the means with the decisive 
effort; but there is another reason for such a distribution of 
medical means. The task of the medical service is greatly 
influenced by the frontages occupied by and movement under 
fire of combat troops. In general, the decisive effort is ex- 
pected to make maximum progress. This usually requires a 
denser concentration of troops than on other parts of the 
front, and more movement under fire. These two factors will 
produce a greater proportion of casualties than will occur in 
other parts of the command. (See also par. 12.) 

f. The operation of an essential medical installation should 
not be terminated until its functions have been assumed by 
another agency. Evacuation is a continuous function, and 
one that cannot be suspended while adjustments are being 
made. Nor can adjustments be made sharply. A reasonable 
time must elapse after the opening of the new installation 
before the old one is closed, in order that casualties already 
enroute to the old one may be received. The length of this time 
‘lag will depend upon the agencies to be advised of the change, 
and the length of time that it will require for them to divert 
their casualties to the new installation. 

g. The support required by a forward medical unit is de- 
termined by the number of casualties and the rate at which 
they can be collected. Neither element is governing, and they 
must be considered together in a medical estimate of the 
situation and in the allotment of medical means. (See par. 
14.) 

h. Medical problems are highly correlated with tactical 
problems. The same hostile fire that stops combat troops re- 
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tards or prevents the movement of casualties. Terrain that 
is difficult for troops to traverse is even more difficult to move 
wounded over. Weather that embarrasses tactical opera- 
tions usually increases the number of sick to be evacuated. 

i. There is an optimum degree of concentration of casual- 
ties. It is both uneconomical and inefficient to undertake the 
* care and treatment of the sick and injured in small groups. 
’ Successive medical echelons collect casualties from two or 
more installations in their front until the limit of efficiency 
in concentration is reached. From this point medical service 
is expanded by installing parallel chains of evacuation. 

j. The military situation, terrain, communication, and 
availability of means govern the choice of transport by which 
casualties are moved. They must be moved by the safest, 
most comfortable, and most efficient transport available. 
Near the immediate front, litters carried by bearers are or- 
dinarily the only feasible means. Wheeled transport is sub- 
stituted for manpower as soon as the situation permits. If 
there be an insufficient number of ambulances, other vehicles 
returning to the rear must be pressed into service. As soon 
as practicable, hospital trains, hospital ships, or airplane am- 
bulances are substituted for individual vehicles. 


H 12. DISTRIBUTION OF CASUALTIES IN TIME AND SPACE.—a. 
General.—Experience tables setting forth the distribution of 
casualties by units by days of combat do not present an accu- 
-rate picture of the distribution of these casualties in the 
smaller units in time and space. If a division suffers 12 per- 
cent casualties in one day of combat, it is not to be inferred 
either that each subordinate unit of the division suffers 
equally, or that 4% percent of the casualties occur each hour 
of the 24, or even that 1 percent occur each hour of daylight. 
A company may be almost destroyed in an hour; a battalion 
may lose 50 percent in a day; and other units may have no 
battle casualties. This irregular distribution of casualties in 
time and space may place an insuperable burden on certain 
medical agencies at a time when others are relatively unoc- 
cupied. This fact is an important consideration in medical 
planning. 
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b. Areas of casualty density.—Since units suffer unequally, 
it follows that casualties rarely are distributed evenly over a 
battlefield. ‘They tend to be concentrated in “areas of cas- 
ualty density.” 'The probable locations of areas of casualty 
density can be deduced from an analysis of the tactical plan. 
They will be found where the heaviest concentration of fire 
can be brought to bear upon the densest distribution of troops. 
This situation ordinarily obtains in those areas of major tac- 
tical importance, for here the commander masses his combat 
means, and here the enemy must oppose to the limit of his 
strength. Troops moving under fire usually suffer heavier 
losses than those remaining in position. In the offensive, the 
main attack is expected to advance more rapidly than sec- 
ondary attacks. Also, there is ordinarily a greater concentra- 
tion of troops in the main attack. For these reasons, unless 
no formidable opposition will be encountered, a higher cas- 
ualty rate is to be anticipated in the zone of the main effort. 
It is therefore essential that the surgeon he given adequate 
information of the enemy situation and the plan for the em- 
ployment of the unit to enable him to allot his medical means 
so that continuous preferential support may be given to troops 
in the probable areas of casualty density. And this informa- 
tion must be available to the surgeon in time to permit of 
medical units being moved to battle positions before the 
action begins. 

c. Natural lines oj drift of wounded.—Seeking treatment for 
their injuries, wounded men who are able to walk make their 
way to the rear. Some follow the only route they know, 
which is the one over which their organization advanced, even 
though it is exposed to hostile fire. Others instinctively avoid 
enemy observation and fire, particularly machine-gun fire, by 
following ravines, stream beds, and other defiladed byways. 
These routes are known as the natural lines of drift of 
wounded, and must be considered in the location of all med- 
ical installations near the front. 


@ 13. Evacuation Lac.—It is a practical impossibility to pro- 
vide for the wounded soldier an uninterrupted journey from 
the front to the fixed hospital in the rear. Delays are inevi- 
table. Some are inherent in the system, others arise from 
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exigencies of the military situation. The summation of such 
delays is known as the “evacuation lag.” This is a factor of 
the greatest importance in the logistics of the medical plan. 
It tends to immobilize medical installations in the combat zone 
as well as to retard the rate of evacuation. The more impor- 
tant causes of evacuation lag are— 

a. Delays due to enemy action.—Hostile fire may seriously 
interfere with or completely prevent all primary evacuation 
from the field or from aid or collecting stations for consider- 
able periods of time. In position warfare where combat 
troops are protected by strong defensive works in open ter- 
rain, it is frequently impossible to remove casualties from aid 
stations except under cover of darkness. 

- b. Delays due to military requirements—The movement of 
troops and supplies may halt the movement of wounded. 

c. Difficulties in transportation by manpower.—Litter bear- 
ers may have to carry casualties for long distances. This 
movement may be under heavy fire, requiring circuitous 
routes or frequent halts. This is a most laborious task, and 
fatigue soon reduces the tempo of the work. 

d. Treatment en route.—At each medical installation from 
front to rear patients are given such treatment as may be 
necessary to save life or limb, or better to prepare them for 
further movement. Certain patients are nontransportable 
for a time because of surgical shock, either from the injury 
or from necessary surgical procedures. 

e. Transportation in convoy.—To promote efficiency through 
better control, ambulances are operated in convoys whenever 
the situation permits. This is habitual in rear of the divi- 
sion, and occasionally may be practised in forward areas. 
Convoys arrive intermittently and evacuation is irregular. 
Hospital trains and ships and airplane ambulances also arrive 
at intervals. 

f. Irregular distribution of casualties in time and space.— 
See paragraph 12. 
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MEDICAL PLANS AND ORDERS 


Paragraphs 

SECTION I. Medical estimate of situation_..___._._____-____-_--- 14-20 
DS IVEC CIC BGs FO) ATS oa a eee eee 21-26 

III. Combat orders of medical units_______.__.-_------ 27-31 


SECTION I 
MEDICAL ESTIMATE OF SITUATION 


@ 14. ReFERENCES.—For general discussions of an estimate of 
the situation, see FM 100-5 and FM 101-5. 


#15. PREPARATION.—Every medical officer responsible for the 
execution of a military task, whether it is to direct the medical 
service of a theater of operations or to lead a bearer platoon 
into action, must make an estimate of the situation before 
arriving at a decision. Formal written estimates are rarely 
made except in the advance planning of large units. A rapid 
mental estimate is the rule in the field. Nevertheless, the 
same process of thought is followed. ‘The estimate is a con- 
tinuing process of thought. New.situations arise constantly. 
A running estimate of the situation revised as events trans- 
pire will be the constant preoccupation of the surgeon, because 
a planned medical service must be furnished a command from 
the time it is mobilized until it is disbanded. 


@ 16. Mission.—The mission must never be lost sight of in 
any of the considerations that follow. Broadly speaking, the 
mission of all medical units under all conditions is to provide 
medical service. The mission of the troops served deter- 
mines the general type of medical operations and a mission to 
provide medical service for the regiment in the attack of a 
position implies a different type of medical operation than a 
mission to provide medical service for the division in a day- 
light withdrawal. For this reason the medical mission should 
be stated specifically in conformity with the operations in 
which the troops supported are engaged. 
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B17. Strvation—a. Elements of the situation—A medical 
situation may comprise few or many elements. Certain ele- 
ments will be present in most situations. Others will appear 
only occasionally. In considering the discussion that follows, 
it must not be inferred that all the elements discussed are 
present in every situation or that each is equally important. 

(1) Enemy capabilities—The capabilities of the enemy are 
a most important factor in any military estimate of the situ- 
ation; but the surgeon considers them from his specialized 
point of view. Insofar as the medical service is concerned, 
they are limited to his potential power of inflicting physical 
damage upon personnel and animals, and of impeding or 
prohibiting evacuation. These capabilities result from his 
strength, his combat efficiency, his position, his weapons, and 
any other attributes that may be converted into casualties. 

(2) Own situation.—(a) Plan of commander.—The medi- 
cal service must be adapted to the operations of combat ele- 
ments. The plan of the commander must be known, as the 
nature of the operations is a factor in the estimation of the 
probable number and distribution of casualties. 

(b) Strength—Strength is one index of the actual number 
of casualties to be expected; and, when considered in connec- 
tion with the capabilities of the enemy and the plan of the 
commander, it is a factor in estimating the rate of casualty 

incidence. 
(c) Position—In defense, the characteristics of the posi- 
tion, particularly its natural strength and the degree of or- 
ganization, influence the incidence of casualties. 

(d) Movements—Movement under fire is productive of 
casualties; and the difficulties of evacuation increase in pro- 
portion to the rate of movement. ‘The probable extent, direc- 
tion, and rate of movement of the force, or any major com- 
ponents thereof, should be considered. 

(3) Physical factors.—There are always physical factors in 
the situation to influence medical service, either in the number 
of casualties or in their collection and evacuation. Some of 
these are— 

(a) Terrain.—Consider the terrain features that may influ- 
ence favorably or unfavorably the task of the medical service, 
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such as cover, protection, shelter, and sources of water supply. 

(b) Communication.—Avenues of communication are ter- 
rain features; but their importance in evacuation warrants 
special consideration because of susceptibility to air attack. 
Roads, railroads, and water routes must be considered as their | 
condition, practicability, and availability influence the med- ; 
ical task. rf 

(c) Weather.—Weather is a factor in the health of the com- ; 
mand, in the shelter required for casualties, in the movements ; 
of medical units, and in collection and evacuation. The me-- 
teorological service is in a position to make long-range predic- 
tions with reasonable accuracy, and since plans are drawn for 
future operations, predicted weather is more important than 
conditions prevailing at the time of the estimate. Moonlight 
may be a factor to be considered. 

(d) Other physical factors—=In special situations other 
physical factors may have to be considered, such as contam- 
ination of the soil with pathogenic organisms, noxious vegeta- 
tion, and the pollution of streams with industrial wastes. 

(4) Supply.—The general and special supply situation is a 
restrictive factor, and its present status, sources of replenish- 
ment, and difficulties of distribution must be considered. 

(5) Physical condition of command.—Poor physical condi- 
tion will multiply the numbers of casualties requiring evacu- 
ation during prolonged combat. Not only does poor physical 
condition produce actual disability but it also results in a state - 
of mind that encourages the magnification of minor afflictions 
and even frank malingering. The mere sorting of such cases 
places a heavy burden upon the medical service. Physical 
condition is affected by— 

(a) Origin of troops.—Soldiers drawn from densely popu- 
lated urban centers will usually have, until they are well sea- 
soned, less physical stamina than those reared in rural areas. 
On the other hand, those of urban origin will prove more re- 
sistant to communicable diseases. 

(b) Presence of communicable diseases.—The presence of 
communicable diseases in a command increases the burden 
upon the medical service out of all proportion to the numbers 
of cases involved. Such cases must be isolated during evacu- 
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ation as well as during treatment; and, in an epidemic, new 
cases will occur during combat as well as at other times. 

(c) Food supply.—The adequacy and quality of food are 
most important factors in physical condition, but never is 
their influence greater than in combat. The unusual exer- 
tion, the lack of rest, and the increase in metabolic rate caused 
by excitement increase the food requirements of the soldier 
in combat; and inability to supply him will result in the im- 
pairment of physical condition that is refiected in the medical 
task in the manner described above. 

(d) Water supply —For a detailed discussion of water sup- 
ply, see FM 8-40. An adequate supply of potable water is 
essential both for the effective soldier and for the casualty. 

(e) Clothing—Proper clothing has bearing upon physical 
condition and is to be considered in connection with the 
weather. 

(f) Fatigue—Fatigue is a most important factor in physical 
condition. ‘The state of the command with regard to fatigue 
must be given full consideration in a medical estimate of the 
situation. 

(g) Other factors in physical condition.—In special situa~ 
tions other factors may affect physical condition, such as 
extreme heat, insanitary conditions in field fortifications, defi- 
ciency diseases, foot injuries, and foot diseases other than 
communicable. 

(6) Other elements of the situation—In special situations, 
other elements that will influence the medical task may have 
to be considered. Morale may have a special importance in a 
given situation. Another is any restriction upon the free- 
dom of action of the medical service imposed by the com- 
mander in the interests of secrecy, deception, or other mili- 
tary necessities. 

b. Analysis of the situation —The individual qualitative val- 
ues of the elements of the situation are considered in a above. 
In medical planning they must be reduced and analyzed in 
terms of the premises upon which a medical plan is based. 
These premises are— 

(1) Estimated number of casualties—The number of cas- 
ualties is a product of the combined influences of enemy capa- 
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bilities, relative strength, position, own scheme of maneuver, 
physical factors, morale, and physical condition upon the 
standard expectancy shown in experience tables. 

(2) Distribution of casualties in time (also par. 12).— 
This is important in planning the movement of medical units, 
the establishment of medical installations, and the arrange- 
ments for support by higher echelons; and it will depend upon 
the enemy capabilities and the plan of the commander. 

(3) Distribution of casualties in space (also pars. lle 
and 12).—The probable distribution of casualties in space is 
a most important consideration in the allotment of medical 
means. 

(a) Areas of casualty density—These are predictable from 
a consideration of enemy capabilities, position, terrain, and 
the plan of the commander. If the factor of physical condi- 
tion be not uniform throughout the command, it will also 
exert an influence. 

(ob) Lines of natural drift of wounded.—This is a planning 
factor only in forward areas where walking wounded must he 
considered. They may be deduced from a consideration of the 
terrain and the plan of the commander. 

(4) Medical means required.—From the estimates of the 
number of casualties and their distribution in time and space 
are calculated the number and types of medical units re- 
quired for the various phases of medical service, such as first 
aid, collection, evacuation, and hospitalization, including 
medical support by higher echelons. Neither the means 
available nor the allotment of specified units should be con- 
Sidered at this stage. This is merely an estimate of the 
medical means required. 

(5) Supply requirements.—The supply requirements will 
depend upon the number of casualties and upon the number 
of medical units, and to a lesser degree upon the distribu- 
tion of the casualties in space. 


@ 18. Means.—Having arrived at the medical means required, 
the next step is a consideration of the means at hand or 
readily available. To prevent confusion, these should be 
separated into four categories. 
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a. Organic medical units—The medical units, agencies, 
and installations that are organic components of the com- 
mand are listed, and under each is stated its location, 
strength, and readiness for action. 

b. Attached medical units—Both medical units already at- 
tached and those that may be readily had are considered in 
the manner described in a above. 

c. Support by higher echelons.—Here is considered the 
evacuation and other support that will be furnished by higher 
echelons. 

d. Supply —This includes the supply agencies and the 
amount of supplies on hand and the facilities for replenish- 
ment. 


@ 19. Prans.—A plan is the application of the means at hand 
to accomplish a task. In arriving at a plan the various fac- 
tors involved in the task are considered, together with the 
means available. The many variables usually present in any 
situation will usually permit more than one plan to be formu- 
lated. For this reason the main features of all workable 
plans should be considered in arriving at a deciSion. 


@ 20. Dectston.—The decision is the result of the estimate ex- 
pressed in the form of a brief statement clearly setting forth 
the line of action adopted. The decision is the basis of the 
plan and states in general terms only the plan adopted after 
considering all possible plans. The details will be added in 
the development of the plan. (See sec. II.) 


SECTION II 
MEDICAL PLANS 


@ 21. DEFINITIONS.—a. A medical plan is a plan for the op- 
eration of the medical service of a command, prepared by 
the surgeon acting in his capacity of a staff officer. (See 
FM 101-5.) 

b. A unit plan deals only with the operations of the par- 
ticular unit to which it pertains. It is prepared by the unit 
commander, based upon the deciSions and orders of the next 
higher commander which prescribe the essential elements of 
other subordinate plans as well as of the medical plans. 
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M@ 22. PURPOSE AND ScoPE.—da. Medical plan.—The scope of a 
medical plan depends upon the size and complexity of the 
command to which it pertains. The medical plan of a bat- 
talion usually will include little more than the location of the 
aid station. That of a regiment may include, in addition, 
arrangements for supply or for some redistribution of medical 
means; while the medical plan of a division must deal with” 
more functions because of the greater extent of the medical“ 
responsibilities. y 

b. Unit plan.—The purpose of a unit plan is to break down 
a mission into its component tasks. Its particular virtue is 
that it visualizes the entire task before allotting specific tasks 
to subordinate elements. Prodigal dissipation of means is 
avoided. Committed to action without a plan, a unit may 
waste its strength in uncoordinated effort. For this reason 
careful planning is an essential precedent of effective execu- 
tion. The scope of a unit plan depends upon the situation. 
In general, it must provide for the accomplishment of the 
mission and for the disposal of all means, including the means 
held in reserve. 


@ 23. CHARACTERISTICS OF A SATISFACTORY PLAN.—a. Compre- 
hensiveness.—A medical plan provides not only for the roles 
to be played by medical units but also other information re- 
quired by the commander. ; 

b. Flexibility —Military situations change frequently and 
often with little warning; and a plan must be so drawn that, 
without fatal delay, it may he modified to meet changes in 
the situation arising either before or after the plan is placed 
in operation. 

c. Simplicity—Plans are the bases of orders. Elaborate 
plans require complex orders for expression. A simple plan 
has a greater chance of success than an involved plan. 


Gi 24. PREPARATION.—a. Medical plan.—The preparation of a 
medical plan is a responsibility of the surgeon. If he has no 
assistants he must prepare all the details himself; but, in 
larger units, the surgeon ordinarily will indicate by a directive 
the general scheme to his assistants who develop the details. . 
b. Unit plan.—The unit commander prepares his unit plan 
with or without the assistance of a staff. A complete formal 
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plan (par. 26c) will rarely be prepared. The ordinary 
plan will consist merely of the unit commander’s basic decision 
and the supplemental decisions made by him or an authorized 
staff officer which, if made of record at all, will be in the 
form of memoranda. 


@ 25. ApprovaL.—a. Medical plan.—A complete plan of opera- 
tions includes the commander’s decision and the elaboration 
of all the details necessary to carry this decision into effect. 
To insure a well integrated general plan, all staff plans must 
be coordinated to reconcile conflicting interests and to pro- 
mote complementary action. This is a function of command, 
exercised in smali units by the commander himself, and in 
larger units through his general staff or comparable assistants. 
In common with other staff plans, a medical plan is not 
operative until it has been approved by the commander. It 
may be approved item by item; or, if time permits, it may be 
submitted for approval in its complete form prior to the start 
of the operation. 

b. Unit plan.—Since a unit plan is limited by the decisions, 
directives, and announced policies of the next higher com- 
mander, it does not ordinarily require the approval of higher 
authority. However, the higher commander may at any time 
call for the plans of his subordinate commanders. 


@ 26. Cueck Lists.—a. General—The check lists shown 
herein are intended as guides to the preparation of a com- 
plete formal plan. Rarely will plans of a division surgeon or 
a medical unit commander include all of the items in these 
lists. Many of the items are covered habitually by standing 
operating procedures; but they must be provided for in some 
way in the situations in which each is involved. (See app. I.) 

b. Medical plan.—As approved, a medical plan will appear 
in whole or in part in the administrative order of the command 
or in the administrative paragraph of the field order. It will 
facilitate the preparation of such orders if the medical plan 
follow the sequence of an administrative order. A check list 
along these lines appears in appendix I; only the items per- 
taining to the command in question are to be considered. 

c. Unit plan—A complete formal plan for a medical unit 
may take the form outlined in appendix II. 
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Section III 


COMBAT ORDERS OF MEDICAL UNITS 


@ 27. REFERENCES.—For a detailed discussion of combat 
orders, see FM 101-5. 


@ 28. Purrpose.—The purpose of orders is to place in effect 
the decisions and plans of a commander. The adequacy and 
clarity of orders become, therefore, vital factors in the execu- 
tion of plans. 


@ 29. Scopr.—An order must include all the information and 
instructions required by subordinates to execute their tasks, 
but nothing more. It should not trespass upon the province 
of subordinates; and the general rule is that a subordinate 
should be told what he is to accomplish, but not how to do it. 
The scope of an order, not to be confused with its length, will 
depend upon— 

a. Establishment of standing operating procedures.—A 
standing operating procedure may be prescribed by the com- 
mander in order to reduce the volume of orders and instruc~ 
tions, and to establish in the command a common understand- 
ing of routine operations to be executed. The adoption of 
such a procedure will save time in the preparation and issu- 
ance of orders, minimize the chances for confusion and errors 
when under stress of combat, and greatly simplify and expe- 
dite the execution of operations in the field. (See FM 100-5.) 

b. Situation—A plan may project operations into the 
future; but plans can be modified without creating confusion 
as the situation develops. On the other hand, orders should 
prescribe only so far as conditions can be foreseen. When 
details are arranged too far in advance, orders usually have 
to be countermanded with consequent confusion and mis- 
understanding, possible needless hardships on the troops, and 
injury to their morale (FM 100-5). Considerations of 
secrecy may also limit the scope of orders. 


@ 30. Typrs.—a. General.—A medical unit will rarely issue 
any type of combat order other than a field order. For a 
discussion and form of a field order, see FM 101-5. 
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b. Warning orders.—In certain situations it may be neces- 
sary or desirable to issue a warning order. A warning order 
usually consists of a brief message giving information which 
will enable subordinate commanders to make the necessary 
preparations for a contemplated operation. Its principal 
purpose is to gain time for preparatory measures and to con- 
serve the energy of the troops. (See FM 100-5.) 

c. Field order.—A field order is divided into four principal 
parts: the heading, the distribution of troops (rarely appli- 
cable in the field order of a medical unit), the body, and the 
ending. (See FM 101-5.) 

d. Examples.—Examples of field orders of medical units 
appear in appendix VI. 


@ 31. PREPARATION.—The unit commander is responsible for 
the preparation of all orders issued in his name. The de- 
tails of preparation of orders are a staff function; but, if 
there be no staff, the commander must prepare his orders 
without assistance. In the medical units of a division, orders 
frequently are issued in fragmentary form as the situation 
develops and supplemental decisions are made. Such frag- 
mentary orders may be extracts from a complete order, or 
they may cover various phases of an operation successively. 
A medical battalion or regiment rarely will be able to issue 
a complete formal field order prior to initiating operations. A 
series of fragmentary orders will be the rule. 
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CHAPTER 3 
ATTACHED MEDICAL PERSONNEL 


@ 32. Mepicat DretacHMents.—a. Tables of Organization 
provide a detachment of medical troops for each regiment and 
separate battalion of every arm and service except medical. 
The term “attached medical’ applied to these detachments 
may convey an erroneous impression of their relationship to 
the organizations they serve. By definition both a battalion 
and a regiment are units composed organically of the troops 
of a single arm or service. For this reason any component 
element of a battalion or a regiment, made up of troops of 
another arm or service, must be attached rather than as- 
signed. However, the medical detachment of a unit occupies 
the same relative position in the unit as a company, troop, 
or battery. 

b. These medical detachments are the foundation upon 
which is erected the entire structure of field medical service. 
They provide the primary medical care and treatment with- 
out which the value of the more elaborate arrangements in 
the rear would be considerably lessened. The ultimate re- 
covery of sick or injured depends oftener upon the care and 
treatment given in forward areas than upon the more refined 
procedures of fixed hospitals. 


BH 33. ORGANIZATION OF MEDICAL DETACHMENTS.—a. General.— 
A unit medical detachment is organized into one headquar- 
ters and headquarters section and a battalion section for each 
battalion in the unit. It is commanded by the senior officer 
of the Medical Department on duty therewith. 

b. Headquarters——While usually tabulated in Tables of 
Organization as a part of the headquarters section, the de- 
tachment headquarters has the same administrative rela- 
tionship to all sections. Limited personnel and other consid- 
erations may restrict the detachment headquarters to the 
detachment commander alone, and he may have additional. 
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duties in connection with the headquarters section. Never- 
theless, a detachment headquarters exists as long as the func- 
tion of command is exercised over the detachment as a whole. 

c. Headquarters section—tThe headquarters section fur- 
nishes the overhead for the administration of the detach- 
ment, provides medical service for the unit headquarters and 
for companies that are not parts of battalions, and Serves as 
a small reserve with which the unit surgeon may influence 
and assist the medical service of the battalions. The detach- 
ment overhead is held to the minimum consistent with effi- 
cient operation, and all personnel engaged therein are avail- 
able for other duties in combat. If the character of the unit 
served by the detachment so indicates, and the headquarters 
section is of sufficient size, it may be organized into a regi- 
mental aid station group and one or more litter squads. Com- 
pany aid men ordinarily are not furnished to the nonbattalion 
companies. 

ad. Battalion sections —A battalion medical section provides 
medical service for a battalion at such times as it is imprac- 
ticable to operate the medical service for the regiment as a 
unit. Its internal organization depends upon the charac- 
teristics of the troops it serves. Ordinarily it includes an aid 
station group and two company aid men for each company of 
the battalion. To the battalion sections of regiments of in- 
fantry and of artillery normally supporting infantry are 
added one or more litter squads; but litter squads are omitted 
in highly mobile units such as cavalry, horse artillery, and 
mechanized or armored regiments. The battalion section is 
a subordinate element of the regimental medical detachment, 
and not of the battalion it normally serves. It is not or- 
ganized for administration and, if detached from the regi- 
mental detachment, must improvise such organization. In 
the interest of efficiency, a battalion section should be allo- 
cated habitually to the same battalion; but situations may 
arise when exceptions to this rule are indicated. 

e. Veterinary section.—When veterinary service is provided 
a unit, the personnel engaged therein are organized into the 
veterinary section of the unit medical detachment. This sec- 
tion is commanded by the senior officer of the Veterinary 
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Corps present for duty therewith, who is also the unit veteri- 
narian. The section occupies a position in the unit medical 
detachment comparable to that of any of the other sections. 


34. Suppty or MepicaL DetacHMENTS.—d@. In Other than 
combat situations ——The commanding officer of the detach- 
ment is responsible for its supply. He submits to the unit 
supply officer the requirements of all articles of equipment 
authorized in Tables of Basic Allowances except that, in per- 
manent camps, he may submit directly to the camp quarter- 
master his requisitions for the articles of clothing chargeable 
to enlisted men’s clothing allowances. The unit supply officer 
requisitions the property and, upon its receipt, issues it to the 
detachment commander on memorandum receipt. The de- 
tachment commander, though responsible, is accountable for 
no property. For further details see AR 35-6520. 

b. In combat.—The urgency of supply in combat demands 
both simplicity and flexibility in methods. Commanding of- 
ficers, both of unit detachments and of battalion sections 
thereof, will procure all supplies except medical through the 
channels provided for other elements of the unit. They will 
procure medical supplies in any one of the following ways: 

(1) By informal request sent to the medical unit in direct 
support, ordinarily a collecting company. Such supplies will 
be delivered by litter bearers or ambulances going forward. 

(2) By informal request sent to the nearest medical dump. 
Delivery may be made by ambulance and litter bearers, by 
transport of the medical supply agency, by transport of the 
medical detachment or section, or by any combination of 
these means. 

(3) In emergencies the detachment commander may direct 
the transfer of a part of the combat equipment of one medical 
section to another. : 

(4) In the same manner as set forth in a above. 

(5) By any combination of the methods outlined above. 

c. When there is property accountability, nonexpendable 
property procured from agencies other than the unit supply 
officer must be reported to him as soon as practicable in order 
that he may account for it in the prescribed manner. 
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d. For the system of exchange of medical property evacu- 
ated with a patient see paragraph 5b. 


@ 35. DIspENSARIES.—d. A dispensary is an establishment for 
the routine treatment of slightly sick and injured that are 
not incapacitated for duty. It is established only when the 
unit it serves is not exposed to battle casualties. This relative 
freedom from enemy action permits the use of a more diversi- 
fied equipment in a dispensary than in an aid station. (See 
' par. 36.) 

b. Considerable time and effort may be conserved for other 
important activities, such as training, if the principle of econ- 
omy of force be applied in the routine care of the sick and 
injured. In a compact area, one dispensary may serve the 
entire regiment, and the personnel therefor may be taken 
from the various sections and rotated so as least to interfere 
with other requirements. Dispersion of the elements of the 
regiment served, however, will require the operation of one or 
more battalion dispensaries in: addition to the regimental dis- 
pensary. 


@36. Ar Stations.—a. Definitions —An aid station is an in- 
stallation for the first aid care and treatment of the sick and 
injured established under combat conditions by a section of a 
unit medical detachment. (See par. 49a.) 

(1) Regimental aid station.—The regimental aid station is 
established by the headquarters section. It ordinarily serves 
the regimental headquarters and such companies as are not 
parts of battalions, and is in the same echelon of evacuation 
as are battalion aid stations. This is to say that rarely are 
casualties evacuated from a battalion aid station to the 
regimental aid station. Other employment of this aid sta- 
tion varies with the situation. It may take over the casual- 
ties of a battalion aid station that is forced to move before 
it can be evacuated. It may be established in the area of 
the regimental reserve so that, when the reserve is com- 
mitted, the medical personnel of the reserve may he free to 
accompany it without the delay incident to the disposal of 
casualties. In other situations the regimental aid station 
may not be established, the personnel of the headquarters 
section being used elsewhere. 
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Figure 1.—One arrangement of aid station. Arrangements vary 
with characteristics of site. 


(2) Battalion aid station—A battalion aid station is es- 
tablished by a battalion section to serve a battalion, including 
any detachments. 

(3) Veterinary aid station.—Since there is but one veter- 
inary section in a regimental medical detachment, ordinarily 
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only one veterinary aid station is established by the veteri- 
nary section. This serves all animals in the regiment. For 
veterinary service with cavalry, see chapter 4. 

b. Location.—Because of the greater importance of other 
requirements, the physical features of the site of an aid sta- 
tion will vary from a comfortable building to a few square 
yards of ground without shelter from the elements. 

(1) Desirable features.—It will rarely be possible to find a 
site that satisfies all requirements, but the following features 
are desirable in an aid station site: 

(a) Protection from direct enemy fire. 

(b) Convenience to the troops served. 

(c) Economy in litter carry. 

(d) Accessibility to supporting medical troops. 

(e) Proximity to natural lines of drift of wounded. 

(f) Facility of future movement of the station to front 
or rear. 

(g) Proximity to water. 

(h) Protection from the elements. 

(2) Undesirable features.—Locations in proximity to ter- 
rain features or other military establishments that invite 
enemy fire or air action should be avoided. Examples are 
prominent landmarks, bridges, fords, important road inter- 
sections, battery positions of artillery and heavy weapons, 
ammunition dumps, and other distributing points. 

c. Functions.—The functions of an aid station are— 

(1) Reception and recording of casualties. 

(2) Examination and sorting of casualties; returning the 
fit to duty. 

(3) Dressing or redressing of wounded; treatment, limited 
to that necessary to save life or limb and to prepare patients 
for evacuation for short distances; administration of narcotics 
and prophylactic sera. 

(4) Prophylaxis and treatment of shock and exhaustion 
with hot foods and drinks. 

(5) Temporary shelter of casualties, when practicable. 

(6) Transfer at the aid station, of evacuees to the support- 
ing medical echelon. 

d. General procedures of operation—(1) An aid station 
must keep at all times in contact with the unit it is support- 
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ing. It must be moved, by echelon if necessary, as soon as 
movement of the combat elements makes a previous location 
unsuitable. 

(2) Only such part of an aid station is established as im- 
mediate circumstances require or for which need can be 
foreseen. Rapid forward movement of combat elements ‘is 
usually associated with small losses; and casualties can be 
collected by litter squads into small groups along the axis of 
advance and given first aid. Such casualties can be evacuated 
promptly by the medical unit in close support, thus relieving 
the need for an established aid station and permitting the 
medical section to keep up with the combat troops. 

(3) An aid station is not the proper place for the initiation 
of elaborate treatment. Such measures will retard the flow 
of casualties to the rear and immobilize the station. (See 
c(2) above.) 

e. Organization.—The organization of an aid station will 
depend upon the unit and the situation. In general, the func- 
tions of recording, examination, sorting, treatment, and dis- 
position must be provided for in every situation. These will 
require one or more medical officers, assisted by noncommis- 
sioned officers and enlisted technicians. The allocation of 
personnel to these functions is a responsibility of the section 
commander. 

f. Equipment.—The equipment of an aid station is limited to 
the instruments, medicines, dressings, foods, blankets, and 
litters necessary for the emergency care and treatment of 
casualties. It is sufficiently compact to be transported on 
one vehicle of the light cargo type used in the unit, in two 
Medical Department carts, or on pack animals. Available 
equipment is ample enough to initiate and sustain combat 
until replacement can be made through medical supply chan- 
nels. It is combat equipment, and the transport carrying it 
travels with that part of the train that accompanies the 
unit into action. 

g. Veterinary aid station.—See paragraph 42c(2) (b). 


@ 37. Lirter Squaps.—a. Composition.—A litter squad ordi- 
narily consists of four bearers. Fewer bearers are unable to 
withstand the fatigue of long or frequent carries. 
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b. Functions —(1) Maintaining contact with combat ele- 
ments. 

(2) Prompt removal of all nonambulant sick and injured 
from the fighting line and their evacuation to the aid station. 

/(3) Directing and assisting the ambulant sick and injured 
to the aid station. 

:(4) When necessary, searching the field for sick and in- 
jured; administering first aid treatment, tagging, and evacu- 
ation to the aid station. 

(5) Assisting the aid station group in moving and reestab- 
lishing the aid station. 


@ 38. Company Ain Men.—da. The need of immediate first aid 
care and treatment at the scene of injury is mct by the de- 
tail of one or more medical soldiers to each company. These 
are the company aid men. They follow their respective com- 
panies in battle, giving such first aid treatment as is possible 
under the conditions; tagging the casualties, including the 
dead; placing nonambulant sick and injured in advantageous 
positions where they will be sheltered until evacuated by the 
litter squads; and directing ambulant casualties to the aid 
station. They keep their unit surgeons informed of the 
tactical and medical situations in their front by means of 
messages carried by litter squads. 

b. The usefulness of a company aid man is increased if he 
knows and is known by the company to which he is detailed. 
This indicates the detail of the same aid men to the same 
companies whenever practicable. When medical detachments 
or sections are distributed among several organizations for 
messing, aid men should be messed with their respective com- 
panies. However, unless he is formally attached to a com- 
pany, an aid man is immediately responsible to his section 
commander. The discipline, training, supply, and adminis- 
tration of aid men are functions of medical command. 


@ 39. REGIMENTAL SuRGEON.—da. Designation.—For the official 
title of surgeons of regiments, see paragraph 4c. Generically 
and when referred to in less formal language, they are known 
as regimental surgeons. 

b. Status and functions.—(1) The regimental surgeon has 
a dual status. He is a staff officer of the regimental com- 
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mander and he is in immediate command of the regimental 
medical detachment. Such of his functions as pertain to the 
health and medical service of the command are exercised in 
his capacity of a staff officer. ‘Those that are associated with 
the administration, training, and operations of the medical 
detachment are command functions. While certain of his 
duties involve both staff and command functions, the distinc- 
tion between the two must be clearly recognized. 

(2) He is responsible for the organization of the detach- 
ment and the assignment of commissioned and enlisted per- 
sonnel to the several sections. He conducts so much of the 
training of the detachment as is not given in conjunction 
with the training of the combat elements of the regiment. He 
establishes and operates the regimental dispensary, and super- 
vises the operation of battalion dispensaries. He makes the 
required medical inspections and keeps the regimental com- 
mander informed of the medical situation in the regiment. 

(3) The regimental surgeon, as detachment commander, 
has the same supply responsibility as a company commander 
(par. 34). As a staff officer of the regimental commander, 
it is his duty to inform the regimental commander of any de- 
ficiencies in items of medical supply issued to and used by the 
combat elements of the regiment. 

(4) As the regiment approaches combat, the surgeon’s du- 
ties as a regimental staff officer assume increasing importance. 
He learns of the plans for the distribution and employment 
of the units of the regiment, of the opposition the various 
elements are expected to meet, and of the terrain over which 
they will operate. From this information he makes a medical 
estimate of the situation, deducing the probable areas of cas- 
ualty density, and from this he indicates the areas to be re- 
connoitered for aid station sites. He prepares the medical 
plan and submits it to the regimental commander. If the 
regiment has a veterinary service, this will include the veter- 
inary plan. (See par. 42.) 

(5) Methods of influencing the medical service within the 
battalions include such steps as establishing the regimental 
aid station for the purpose of relieving one or more battalion 
sections of the necessity for early establishment, reinforce- 
ment of one or more battalion sections with personnel from 
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the headquarters section or from other battalion sections, and 
securing medical supplies prior to combat and distributing 
them to the several sections in accordance with their needs 
as he foresees them. 

(6) During combat the regimental surgeon is concerned 
with reports of the progress of the fight. From these he vis- 
ualizes the needs-of the various medical sections and takes 
steps to assure replacements or reinforcements of personnel 
and replenishment of supplies. He keeps in touch with the 
forward planning of the regimental staff. When the regi- 
. mental commander contemplates a special mission for one of 
the battalions, the surgeon can clear that battalion of wounded 
by directing the regimental aid station to move to the vicinity, 
or he may request special priority in the evacuation of the aid 
station of that battalion. 

(7) One of the most important duties of the regimental 
surgeon in combat is keeping the medical unit of the next 
higher echelon informed of the situation in his front, espe- 
cially any change that will affect the evacuation of his aid 
stations, 

(8) The regimental surgeon is provided with one or more 
commissioned assistants. To such he may assign part of his 
duties, but none of his responsibilities. (See pars. 40, 41, and 
42.) 


@ 40. BatraLIon SurRGEON.—d. Definition and designation.— 
Except in the case of separate battalions (par. 45), sur- 
geons are not provided as permanent staff officers of battalion 
commanders. When medical personnel are attached to a 
battalion,' the senior officer of the Medical Corps, so attached, 
is the battalion surgeon. His official title is the “surgeon,” 
followed by the designation of the battalion; e. g., the surgeon, 
2d Battalion, 4th Infantry. When a battalion section is not 
attached to a battalion for duty, its commander has no staff 
functions. His command functions are comparable to those 
of a platoon commander; and he is, in addition, an assistant 
of the regimental surgeon. 

b. Duties and responsibilities——The staff functions of a 
battalion surgeon are comparable to those of a regimental 
surgeon. (See par. 39.) His command functions are not as 
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extensive. The battalion section has no normal administra- 
tive or supply functions, and assumes these only when it is 
impracticable for the regimental detachment headquarters 
to undertake them. The supply responsibility of the section 
commander is limited to keeping the detachment commander 
informed of the status of the battalion section equipment and, 
in combat, the emergency procurement of> supplies as out- 
lined in paragraph 34b. The duties and responsibilities of 
the battalion surgeon in combat are to— 

(1) Obtain from the battalion commander the available 
information and tactical plan of the battalion. Make a med- 
ical estimate of the situation and, when practicable, a recon- 
naissance of possible aid station sites. Submit the medical 
plan to the battalion commander. 

(2) Make the necessary dispositions of the pattalion section. 

(3) Establish the aid station when and where indicated, 
supervising its operation and personally assisting in the care 
and treatment of casualties whenever necessary. 

(4) Supervise the employment of the litter squads. 

(5) Keep in contact with the battalion commander and the 
forward planning of the battalion staff, and project his own 
plan to correspond. 

(6) Make or cause to be made the necessary reconnais- 
sances, when practicable, for relocation of the aid station. 

(7) Keep the battalion commander informed of the medi- 
cal situation, and make the necessary recommendations for 
reinforcement of the medical service. 

(8) Furnish information to the regimental surgeon and to 
the medical unit in immediate support of the situation in 
his front with such requests for special support or immediate 
evacuation of his casualties as may be necessary. 

(9) Perform such other duties as the battalion commander 
may require. 


& 41. Dentat Service.—a. Organization.—Personnel of the 
dental service, both commissioner and enlisted, ordinarily are 
assigned to the headquarters medical section. ‘The senior 
dental officer is the unit dental surgeon. As an assistant of 
the unit surgeon, he supervises the dental service of the unit. 
To each dental officer is assigned for duty one enlisted assist- 
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ant who is at his immediate disposal for technical training 
and employment. Additional enlisted men may be allocated 
to the dental service. Enlisted men of the dental service are 
trained in the general duties of the medical soldier and are 
available in combat for any duty that may be required of 
them. 

b. Equipment.—The unit equipment of a medical detach- 
ment includes a portable dental dispensary for each dental 
officer authorized by the Tables of Organization. In addi- 
tion, all dental officers and dental assistants carry individual 
equipment of a technical nature. 

c. Employment.—(1) In other than combat situations.— 
The functions of the dental service are dental inspection and 
classification of all troops in the unit, supervision of the in- 
struction in oral hygiene, and the treatment or correction of 
dento-oral diseases, injuries, abnormalities, and deficiencies. 
Dental officers operate one or more dental dispensaries, ordi- 
narily combined with regimental or battalion dispensaries. 
They may be attached temporarily to battalions that are 
located in areas inconvenient to the regimental dispensary. 

(2) In combat.—While the technical training and skill of 
the dental service are to be utilized in its own field whenever 
indicated, the functions of first aid to and emergency care 
and evacuation of casualties become the paramount respon- 
Sibility of the medical service in combat. The dental person- 
nel are employed in combat as any other personnel of the 
medical service. They may be used in the regimental aid 
station, or attached individually to any battalion section. 


@ 42. VETERINARY SERVICE.—a. Organization. — Veterinary 
service is, of course, included in the medical service of only 
those units in which there are animals. By reason of its dis- 
tinctive field of endeavor, the veterinary service is granted 
the degree of autonomy required for the proper discharge of 
its functions. The personnel of the veterinary service, both 
commissioned and enlisted, are organized into the veterinary 
section of the regimental medical detachment. ‘The senior 
veterinary officer commands this section and as the unit 
veterinarian is an assistant of the unit surgeon. The veter- 
inary section depends for supply and administration upon 
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the detachment headquarters and the responsibility of the 
section commander in these matters is the same as that of 
a battalion section commander. (See par. 40.) 

b. Equipment.—In addition to the individual equipment of 
its officers and enlisted men, the veterinary section is pro- 
vided unit dispensary and combat equipment sufficient for 
the routine care and treatment of slightly sick and injured 
animals and for the first aid treatment and evacuation of 
battle casualties among animals. Transportation, either 
pack or wheeled, is furnished for the unit equipment. 

c. Employment.—(i) In other than combat situations.— 
The principal functions of the veterinary detachment in other 
than combat situations are— 

(a) The care and treatment of slightly sick and injured 
animals. 

(b) Classification of disabled animals into serviceable and 
unserviceable, and destruction of the latter class as author- 
ized. 

(c) Sanitary supervision of stables, corrals, and picket lines. 

(d) Sanitary inspection of forage and of foods of animal 
origin issued for consumption by the troops of the unit. 

(e) The prevention and control of communicable diseases 
in animals. 

(2) In combat.—(a) Unit veterinarian—When combat is 
imminent, the unit veterinarian makes a reconnaissance, 
when practicable, for suitable sites for veterinary aid sta- 
tions and recommends one or more to the unit surgeon. The 
latter coordinates the requirements of the veterinary Service 
with other requirements, selects a site for the veterinary aid 
station, and includes it in the unit medical plan. The unit 
veterinarian establishes and operates the veterinary aid sta- 
tion. He directs the veterinary service of the unit. He fur- 
nishes necessary information to the unit surgeon and to the 
veterinary unit in immediate support of his aid station. 

(ob) Veterinary aid station. 

1. Organization.—Ordinarily only one wusgee aid 
station is established for each regiment or unit 
of comparable size. When a battalion or 
squadron is operating at such a distance as 
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to make evacuation difficult or impossible, the 
veterinary detachment may be split and operate 
two veterinary aid stations. In small veteri- 
nary detachments all personnel are required 
for the operation of the veterinary aid station. 
In larger detachments it may be advantageous 
to attach temporarily veterinary aid men to 
squadrons or battalions, and in mounted cav- 
alry action one to each troop. Compare wth 
company aid men in paragraph 38. 

2. Location.—Insofar as they apply to the care, treat- 
ment, and evacuation of animals, the character- 
istics of a location for an aid station, as given in 
paragraph 36b, are desirable for the location of 
a veterinary aid station. Areas of animal casu- 
alty density may be expected where animals are 
most numerous. 

3. Functions——The functions of the veterinary aid 
station are reception and recording of animal 
casualties, first aid treatment of sick and in- 
jured animals, the prompt return to the organi- 
zations of such animals as are fit for further duty, 
the collection for evacuation of salvageable 
animals that are temporarily incapacitated 
for duty, the destruction of all nonsalvageable 
animals, and the transfer at the veterinary aid 
station of animal evacuees to the supporting 
veterinary echelon. The veterinary aid station 
must not become immobilized by undertaking 
definitive care of disabled animals. Such ani- 
mals as cannot be returned to duty or prepared 
for immediate evacuation must be destroyed. 


@ 43. TraIninc.—a. Responsibility —The regimental (or sepa- 
rate battalion) commander is responsible for the training of 
the medical detachment of his unit. 

b. Conduct.—The unit surgeon conducts all training of the 
medical detachment that is not conducted jointly with other 
elements of the unit. Technical training of dental and veteri- 
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nary personnel is under the immediate direction of the unit 
dental surgeon and the unit veterinarian, respectively. 

c. Purpose.—The purpose of the training of a medical de- 
tachment is to insure prompt and efficient care and treat- 
ment of the sick and injured of the unit, the coordination of 
the medical service with the operations of the unit, and the 
competency of the detachment to maintain itself in the field 
with the resources at its disposal. 

ad. Scope —(1) General training —(a) Military—The basic 
military training common to all arms and services, formations 
and ceremonies of the unit of which the detachment is a 
part, formations under fire, and map reading and orientation 
on the ground. 

(b) Technical.—First aid, pharmacy, nursing, dressing of 
wounds, control of hemorrhage, splinting of fractures, and 
transportation of the sick and injured. 

(2) Special training—tTraining of specialists in adminis- 
tration, supply, transportation, and the technical specialties 
pertaining to the care and treatment of sick and injured men 
and animals. 

(3) Tactical training—(a) Separate-—Training under the 
unit surgeon in the dispositions and employment of the medi- 
cal detachment in combat, establishment and movement of 
aid stations, use of combat equipment, and the collection of 
casualties. For veterinary personnel, this phase of training 
will pertain to the tactical employment of the veterinary 
section. 

(b) Combined.—Participation in map maneuvers, com- 
mand post exercises, tactical rides, field exercises, and field 
maneuvers of the unit of which the detachment is a part. 


Hi 44. QUARTERS AND RaTIONS.—G@. In posts or camps.—There 
are advantages in administration, supply, employment, and 
training of a unit medical detachment in quartering the sev- 
eral sections of the detachment together. Such an arrange- 
ment does not preclude joint training of the sections with the 
units they serve in action. Tables of Basic Allowances in- 
clude no mess equipment for attached medical personnel, nor 
are cooks provided in Tables of Organization. In large de- 
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tachments it may be expedient at times to draw mess equip- 
ment and detail cooks. Otherwise, the detachment is messed 
with one of the companies, or each of the several sections 
with a different company. 

b. In field—(1) In other than combat situations —With 
‘the unit well concentrated, medical service may be central- 
ized in one dispensary, and the entire detachment quartered 
in one area. (See a above.) However, dispersion of the 
unit over a considerable area will require a suitable distri- 
bution of the Several sections of the detachment. In the 
field the medical detachment habitually messes with one or 
more of the companies of the unit. If the detachment is 
distributed among several companies, it is preferable that 
each battalion section mess with one company of its battalion, 
and that the headquarters section mess with one of the 
companies not a part of a battalion. The veterinary section 
may be attached for rations with still another company that 
is more conveniently located. When company aid men are 
attached to the companies, they will mess with their respec- 
tive companies. (See par. 38.) 

(2) In combat.—The several sections are quartered and 
rationed with the troops they are serving—company aid men 
with their companies, and the remainder of the section with 
one of the companies. 


H@ 45. Mepica. DETACHMENTS OF UNITS OF VARIOUS ARMS AND 
SERVICES.—a. General.—The basic function of a medical de- 
tachment, regardless of the unit to which it is attached, is 
to provide primary medical care and treatment. For this 
reason the general principles of organization and employment 
of attached medical personnel are the same in units of ail 
arms and services. However, while the function is invariable, 
the methods of discharging that function depend upon the 
situations created by the tactical employment of the unit. 
These, in turn, are governed by the special characteristics 
of the unit or the general characteristics of the arm or service 
to which it belongs. ‘These variations in situations and meth- 
ods require appropriate modifications of the internal organi- 
zation of the sections of unit medical detachments. 
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b. Infantry.—(1) Rifle units—(a) The characteristics of 
Infantry that influence the organization and employment of 
its medical service are as follows: 

1. The battalion is the basic tactical unit. It may 
operate over relatively large areas, and occupy 
frontages varying between 500 and 3,000 yards: 

2. Normally, Infantry is exposed to the fire of all types 
of weapons and to air action. 

3. The casualty rate of Infantry is usually higher than 
any other arm or service. 

4, Infantry must be able to maneuver and to fight over 
all kinds of ground. 

(b) The material in this chapter is based primarily upon 
the medical detachment of the infantry rifle regiment. The 
principal difference in the organization of this detachment 
from that of others lies in the larger number of litter squads 
which are required by the special characteristics of infantry 
combat. 

(2) Mechanized and armored units-——See g below. 

c. Cavalry—(1) Horse cavalry.—(a) The characteristics of 
horse cavalry that influence the organization and employment 
of its medical service are as follows: 

1. The squadron is the basic tactical unit. It is a 
smaller organization than the infantry battalion. 

2. Mobility —The essence of cavalry action is maneu- 
ver. All services with Cavalry must be highly - 
mobile. 

3. Cavalry frequently operates at considerable dis- 
tances from supporting troops. 

4. The casualty rate is, in general, less than that of 
Infantry. Cavalry is not designed to assault 
strongly defended positions nor to make a de- 
termined defense against strong attacks by 
Infantry. ~ 

5. Cavalry fights mounted and dismounted. 

6. Animals are the principal means of transportation 
of horse Cavalry. 

(bo) The organization and employment of medical detach- 
ments of units of horse Cavalry follow, in general, that of 
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medical detachments of infantry units. The smaller size of 
the detachments, and the rapidity of movement and disper- 
sion of the elements of cavalry units, make the collection 
and evacuation of casualties difficult. The only favorable fac- 
tor is that casualties are rarely as heavy as in infantry units. 
The principal features of medical detachments of cavalry 
units that distinguish them from those of infantry units are 
as follows: 

1. Litter squads—The smaller size of the squadron 
Sections permits not more than one litter squad 
per section if an aid station be operated. Other- 
wise, additional litter: squads may be formed 
from aid station personnel. 

2. Aid station.—It is rarely feasible to establish an aid 
station in a mounted action, and it may not be 
practicable to establish one in a rapidly moving 
dismounted action. First aid is rendered on the 
field; wounded troopers able to ride are directed 
to the rear, while those unable to ride are as- 
sembled along the axis of movement to be evacu- 
ated by a supporting echelon. 

3. Evacuation.—Evacuation may be difficult. The op- 
erations may be at such a distance, movement so 
rapid, or terrain such that supporting medical 
echelons cannot maintain contact. Lines of 
communication may be interrupted. In these 
events, casualties must be either carried with 
the command or abandoned—in the latter case, 
in friendly hands if possible. To lessen the de- 
pendence of medical detachments upon sup- 
porting echelons, and to facilitate the removal 
of casualties from the field, one field ambulance 
is provided for the detachment of each regiment 
of horse Cavalry. 

4, Veterinary service—The medical detachment of a 
regiment of horse cavalry includes a veterinary 
section. 

(2) Mechanized elements —See g below. 
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d. Field Artillery—(1) The characteristics of Field Ar- 
tillery that influence the organization and employment of 
its medical service are as follows: 

(a) The battalion is the basic tactical unit. When it is 
a part of a large force of artillery, the area assigned the 
battalion is relatively small, and within the battalion area 
the batteries are usually echeloned only sufficiently to avoid 
too compact a target. (See FM 6-20.) 

(b) When in position, field artillery units are rarely ex- 
posed to small arms fire. 

(c) The casualty rate is less than that of Infantry, and 
casualties tend to occur at irregular intervals. The dam- 
age to its matériel makes it desirable, in the absence of 
other considerations, for an artillery unit to change its posi- 
tion when effective fire is brought to bear against it. 

(d) A battalion position is a relatively fixed arrangement. 
Artillery does not maneuver while actually engaged. Change 
of position is a definitive operation, and tactical employment 
ceases during movement. 

(e) The majority of artillery positions are often farther 
to the rear than collecting stations. 

(f) Some artillery is transported by pack animals. 

(2) The organization and employment of medical detach- 
ments of field artillery units reflect these characteristics in: 

(a) Litter squads——With one exception, battalion medical 
sections in field artillery units do not include permanent 
litter squads. The compact battalion position makes the dis- 
tances between battery positions and the aid station relatively 
short, and casualties can be carried this distance by battery 
aid men with or without assistance from artillery personnel. 
The organic ambulances ((c) below) may be used for 
this purpose if distances are great and their use is prac- 
ticable. Searching of the field for wounded is rarely re- 
quired. The one exception is that the battalion medical sec- 
tions of the 75-mm gun regiments are large enough to permit 
of the detail of four men as a litter squad. 

(ob) Aid station sites——-The general requirements of a site 
for an aid station are the same as those of Infantry. How- 
ever, the location of the aid station is governed by different 
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considerations. It should be conveniently located either 
within or immediately adjacent to the battalion position. 

(c) Evacuation of aid stations.—The fewer casualties and 
the relatively greater stability of the aid stations permit 
casualties to be prepared better in field artillery aid stations 
for evacuation than ordinarily is feasible in the aid stations 
of infantry units. For this reason, as well as the fact that 
it would frequently require a forward movement of casual- 
ties, the casualties of a field artillery aid station rarely pass 
through a collecting station but are evacuated directly to the 
clearing station. Field artillery aid stations may be evacu- 
ated on call by ambulances of the division medical unit. (See 
ch. 6.) However, motor ambulances are organic equipment 
of all medical detachments of field artillery units, allotted on 
the basis of one per battalion medical section. With this 
equipment the medical detachments of field artillery units 
should evacuate their own aid stations. 

(d) Veterinary service—In units of horse, horse-drawn, 
and pack artillery, a veterinary section is a component part 
of the unit medical detachment. 

e. Antiaircraft artillery—The principles laid down for the 
medical service of Field Artillery apply, in general, to the 
medical service of antiaircraft artillery. (See d above.) Un- 
less antiaircraft artillery be plentiful, the dispersion of the 
units will ordinarily be greater than in the case of Field 
Artillery with reference both to battalions and to batteries 
within a battalion. This dispersion adds to the difficulties of 
medical service; but this disadvantage is somewhat offset by 
the lower casualty rate. Antiaircraft units also may profit 
by incidental medical service furnished by other units in the 
immediate vicinity. The larger batteries are provided with 
three battery aid men instead of the usual two. 

f. Combat engineers.—(1) Characteristics —Combat engi- 
neer units function primarily in engineering missions, but they 
may also engage in combat in the role of Infantry. Both bat- 
talions and companies are smaller than their infantry pro- 
totypes. 

(2) The organization of the medical detachment of a com- 
bat engineer unit is designed to serve the unit in its primary 
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function. Battalion sections are small, and only one company 
aid man is furnished each company in the usual situation. 
The employment of the detachment depends upon the employ- 
ment of the engineer unit: 

(a) In engineering missions.—The unit is frequently dis-. 
persed—even companies and platoons being separated. The 
scattered elements obtain incidental medical service from ~ 
other units in their vicinities, and regimental or battalion 
dispensaries are operated at the headquarters. 

(b) In combat missions.—The medical service is exactly like 
that of Infantry. The small size of the detachment makes it 
necessary that it be reinforced, particularly with litter bearers, 
when it engages in combat. Ordinarily, the only source of 
reenforcements will be the engineer unit. 

g. Mechanized armored and motorized units.—(1) The char- 
acteristics of mechanized forces that influence the organiza- 
tion and employment of their medical service are— 

(a) Great mobility, both on roads and cross country. 

(b) Wide radii of operations. Such units may operate as 
far as 150 miles or more from a hase. 

(c) Insecure communications. When operating at a dis- 
tance from supporting elements, lines of communication may 
be temporarily interrupted. t 

(d) Maneuver is the essence both of combat and of security. 
Combat is followed by movement. 

(e) Personnel for the most part maneuver or fight in 
armored vehicles. 

(f) Their tactics are almost invariably offensive. Even 
though the general nature of the operations be defensive, 
mechanized elements are ordinarily employed offensively. 

(2) The organization and employment of the medical de- 
tachments of mechanized and armored units reflect these 
characteristics in directing the principal efforts at first aid 
either in the vehicles or on the field, and carrying the casu- 
alties with the command in combat or other vehicles until 
they can be evacuated with safety. Aid stations are ordinarily 
established at the location of the maintenance vehicles. 
Cross country ambulances are organic equipment of medical 
detachments. 
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h. Other arms and services.—Other medical detachments in 
the division operate dispensaries at or near their unit head- 
quarters and may provide company aid men to the companies 
of their unit. All scattered elements obtain incidental med- 
ical service from other units in their vicinities. 


@ 46. MEDICAL DETACHMENTS OF SEPARATE BATTALIONS.—The 
principles of organization, administration, supply, employ- 
ment, and training of medical detachments of regiments, set 
forth in this chapter, apply also to the medical detachments 
of units other than regiments. Since the battalion medical 
section is the primary operating unit of attached medical per- 
sonnel, no further permanent subdivision of a medical detach- 
ment is permissible, although medical personnel may be tem- 
porarily attached to units smaller than a battalion. The 
medical detachment of a Separate battalion or comparable 
unit is, therefore, organized as a battalion medical section 
with the addition of the overhead required for administration 
and supply. This overhead, however, is available for other 
duty. See also headquarters section of a regimental medical 
detachment (par. 33a and b). The surgeon of a separate bat- 
talion or comparable unit has the combined responsibilities 
and duties of a regimental and a battalion surgeon, (See 
pars. 39 and 40.) 
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DIVISION MEDICAL SERVICE 


@ 47. DEFINITIONS.—The medical service of a division con- 
sists of two echelons: the attached medical personnel and the 
division medical service. The operations of attached medical 
personnel are controlled by subordinate unit commanders 
(see ch. 3). The division medical service is operated directly 
under division control. In the several types of divisions it 
consists of— 

a. Square infantry division.—A division surgeon’s office and 
one medical regiment (division). 

b. Triangular infantry division.—A division surgeon’s office 
and one medical battalion. 

c. Cavalry division.—A division surgeon’s office and one 
medical squadron. 

d. Armored division.—A division surgeon’s office and one 
medical battalion. 


B 48. DocTRINE OF EMPLOYMENT.—The following doctrines 
govern the organization and operation of division medical 
service: 

a. Close support of attached medical personnel.—Attached 
medical personnel furnish a continuous medical service to 
the subordinate units of the division. However, both the 
scope and the capacity of this service are limited, and prompt 
evacuation of noneffectives is vital to the effective operation 
. of unit medical detachments. (See par. 11.) 

b. Mobility.—Since the impetus of evacuation is from the 
rear, support of a forward element is impossible unless the 
supporting echelon be equally mobile, and relatively ineffective 
unless the supporting echelon have greater mobility. The 
mobility of collecting units must be comparable to that of the 
battalions or squadrons they are designed to support. The 
mobility of clearing units must be comparable with that of 
brigades or similar units. When, in the interest of the sick 
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and injured, the mobility of a medical unit must be sacrificed 
to technical requirements, as in the case of evacuation hos- 
pitals, the mobility of the service rendered by such units is 
maintained by increasing their number and displacing them 
by echelon as the need arises. (See par. 11D.) 

c. Flexibility —While the advantages of standing operating 
procedure (see par. 29a) are recognized, this phrase must not 
be construed as imposing rigidity upon the operation of medi- 
cal service. (See pars. 11b and 23b.) 

ad. Economy of force-—No more troops should be committed, 
and no more installations should be established, than are 
required for the task at hand or the obvious needs of the 
immediate future. Once committed, considerable time is re- 
quired to make a unit available for other employment; and 
the establishment of a station immobilizes that unit for a 
period, the length of which will depend upon the elaborate- 
ness of the station and the number of casualties therein. 

e. Attachments to subordinate forces—Whether the division 

medical service will be operated exclusively under central 
control, or whether a portion will be attached to a subordinate 
force, is determined by each situation. If adequate control 
can be maintained by central authority, no attachments should 
be made. However, if certain elements of the division, such 
as a reinforced brigade or an infantry-artillery combat team, 
are operating at such a distance from the bulk of the divi- 
sion installations that effective control is difficult, a suitable 
fraction of the division medical service should be attached to 
that force. 
@ 49. OrGANIZATION.—d. References.—For the organization of 
the division surgeon’s office, see paragraph 52c. For the 
functional organization of the division medical service, see 
chapters 5, 6, and 7. 

b. Medical regiments, battalions, and squadrons.—(1) Divi- 
sion medical regiment (square division) —The medical regi- 
ment of a square division consists of a headquarters, a band, a 
headquarters and service company, and three battalions of 
three companies each. For details, see T/O 8-21. 

(a) Headquarters——The regimental headquarters consists 
of the regimental commander (who is also the division sur- 
geon) and his staff. Enlisted personnel are provided from the 
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headquarters and service company. Regimental headquarters 
is not to be confused with the division surgeon’s office; they 
are separate and distinct organizations, and usually located 
at different places. 

(b) Band.—The band is a standard regimental band of 1 
warrant officer and 28 enlisted musicians. 

(c) Headquarters and service company.—This is the ad- 
ministrative and supply unit of the regiment. It comprises— 

1. The enlisted overhead for the regimental and three 
battalion headquarters; 

2. The organization for the general and medical supply 
of the regiment; 

3. The organization for the medical supply of the en- 
tire division; 

4, The regimental motor repair section. 

It has no functions directly connected with the care or evacu- 
ation of casualties. For its supply functions, see para- 
graph 54. 

(d) First Battalion—The First Battalion is composed of a 
headquarters and three collecting companies. 

1. The headquarters consists of the battalion com- 
mander and one commissioned assistant; the 
enlisted force for the battalion headquarters is 
furnished by the headquarters and service com- 
pany. For further details, see T/O 8-25. 

2. Collecting company.—The three collecting com- 
panies are designated A, B, and C, respectively. 
Each consists of a company headquarters: and 
three platoons. The first platoon comprises a 
collecting station section and a liaison section; 
the second and third platoons are litter bearer 
platoons. 

(e) Second Battalion.—The Second Battalion is composed 
of a headquarters and three motor ambulance companies. 

1. The headquarters is organized like that of the First 
Battalion ((d) above). For further details, see 
T/O 8-35. 

2. Motor ambulance company.—The three companies 
of this battalion are designated D, E, and F, re- 
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spectively. Each consists of a company head- 
quarters and two platoons of motor ambulances. 

(f) Third Battalion.—The Third Battalion is composed of 

a headquarters and three clearing companies. 

1. The headquarters is organized like that of the First 
Battalion ((d@) above). For further details, see 
T/O 8-45. 

2. Clearing company.—The three companies of this 
battalion are designated G, H, and I, respec- 
tively. Each consists of a company headquarters 
and three platoons. The first platoon is the 
technical platoon, the second is the ward pla- 
toon, and the third is the transportation platoon. 

(2) Medical battalion (triangular division) —The organi- 
zations of the medical battalion of a triangular division com- 
prise a headquarters, detachment medical battalion, three 
collecting companies, and one clearing company. For further 
details, see T/O 8-65. 

(a) Headquarters detachment, medical. battalion.—The 
headquarters detachment is made up of the following sections: 

1. Battalion headquarters section. 

2. Detachment headquarters. 

3. General and medical supply sections. 

4. Motor maintenance section. 

(b) Collecting companies.—The medical battalion has three 
collecting companies. Each consists of a company head- 
quarters, a collecting station platoon, and a collecting pla- 
toon. The collecting platoon is subdivided into bearer and 
ambulance sections. The bearer section consists of a pla- 
toon headquarters, which includes the liaison agents, and 
three bearer sections. Each ambulance section is furnished 
twelve ambulances. 

(ce) Clearing company.—The clearing company consists of 
a company headquarters and two clearing platoons. 

(3) Medical squadron.—The medical squadron of a cavalry 
division consists of a headquarters, a headquarters and serv- 
ice detachment, a collecting troop, a clearing troop, and a 
veterinary troop. For details, see T/O 8-85. 

(a) Headquarters.—The headquarters consists of the squad- 
ron commander, who is also the division surgeon, and his 
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FRONT LINE 


xx 
REAR BOUNDARY 


(Not drawn to scale. Note that one collecting company and one 
ambulance company is supporting each brigade combat team, and 
that the clearing unit(s) is (are) supporting the entire division.) 


FicurE 2.—Schematic representation of medical service of infantry 
division (square) in combat. 
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staff. Enlisted personnel are furnished by the headquarters 
and service detachment. 

(b) Headquarters detachment.—This detachment consists 
of three sections: a headquarters section which furnishes the 
enlisted overhead for the squadron headquarters, a general 
and medical supply section, and a motor maintenance sec- 
tion. 

(c) Collecting troop.—The collecting troop consists of a 
headquarters, and two collecting platoons. Each platoon is 
organized into a collecting station section, a bearer section, 
and an ambulance section. 

(d) Clearing troop.—The clearing troop consists of a head- 
quarters and two clearing platoons. Each clearing platoon 
is organized into a technical section, a ward section, and a 
transportation section. 

(e) Veterinary troop.—The veterinary troop consists of a 
headquarters, a clearing platoon, and two collecting platoons. 
(See par. 53.) 

(4) Medical battalion, armored division.—The medical bat- 
talion of an armored division consists of a headquarters, a 
headquarters detachment, a collecting company, and a clear- 
ing company. For details, see T/O 8-75. 

(a) Headquarters.—The headquarters consists of the bat- 
talion commander, who is also the division surgeon, and his 
staff. Since the division surgeon’s office is an administrative 
office distinct from the medical battalion and located at di- 
vision headquarters, enlisted personnel therefor is provided 
by the armored division headquarters. (See T/O 17-1.) 

(b) Medical headquarters and headquarters detachment.— 
This detachment consists of four sections: a headquarters sec- 
tion to furnish the enlisted overhead for the battalion head- 
quarters, a battalion headquarters section, a supply section, 
and.a maintenance section. 

(ec) Collecting company.—The collecting company consists 
of a headquarters and two collecting platoons. Each pla- 
toon is organized into a platoon headquarters, an ambulance 
section, and a litter bearer section. 

(d) Clearing company.—The clearing company consists of 
a headquarters and two clearing platoons. Each clearing 
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platoon comprises a platoon headquarters, a technical sec- 
tion, a ward section, and a transportation section. 


@ 50. Equipment.—a. Classification—The equipment of an 
organization is divided into individual equipment and or- 
ganizational equipment. For detailed lists of equipment, se 
appendixes ITI, IV, and V. 8 

b. Individual equipment.—All officers of the Medical, 
Dental, and Veterinary Corps, and all enlisted men of the 
Medical Department, carry on their persons special equip- 
ment for the first aid treatment of sick and injured men or 
animals. This equipment is specialized to meet the needs 
of medical, dental, and veterinary service. Corresponding 
with the degrees of technical training, the individual equip- 
ment of officers is more elaborate than that of noncommis- 
sioned officers; and that of the latter is more elaborate than 
the individual equipment of privates. 

ec. Organizational equipment.—The equipment of an or- 
ganization is both general and special. The general equip- 
ment is that used in the general functions common to all 
military organizations, and the special equipment is that 
provided for the special functions of the unit. The special 
equipment of medical units is largely medical equipment, 
and it is described in detail in appendixes ITT, IV, and V. 

(1) Headquarters companies.—The battalion headquarters 
companies and headquarters and service companies have no 
medical equipment. Their functions are administrative 
rather than concerned with the care of patients. The divi- 
sion medical supply sections of these companies carry a small 
rolling reserve of medical supplies for the entire division. 
The companies are equipped with motor transport and with 
special equipment required for its maintenance. 

(2) Collecting companies—The special equipment of a col- 
lecting company consists of a limited amount of tentage for 
the shelter of casualties; chests of instruments, medicines, 
dressings, blankets, and simple foods for the emergency care 
and treatment of the sick and injured; and litters upon which 
to transport those unable to walk. While this equipment is 
designed only for simple technical procedures, it is ample 
enough for the company to initiate combat and to furnish 
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replacements of dressings to battalion aid stations in its front 
until the division medical supply system can he placed in 
Operation. The company has the necessary motor vehicles 
to transport its equipment. 

(3) Ambulance companies and platoons.—Ambulance units 
have a supply of litters, blankets, and splints solely for prop- 
erty exchange. They have no unit medical equipment for 
their own use. Their special equipment consists largely of 
ambulances. 

(4) Clearing companies and platoons—The special equip- 
ment of clearing units includes tentage, cots, and chests of 
instruments, medicines, dressings, blankets, and foods for 
the temporary care and emergency treatment of the sick and 
injured. While the medical equipment of these units is 
somewhat more elaborate than that of collecting units, it is 
sufficiently simple to be readily transportable and too limited 
to provide for involved technical procedures. Motor trans- 
port is provided for personnel and equipment. 


M51. INSTALLATIONS.—When a medical unit establishes its 
temporary installation for combat and is ready to function, it 
is said to be at station. ‘The installation is designated generi- 
cally as a station, and specifically by the function it performs; 
e€. g., aid station, established by sections of medical detach- 
ments; collecting station, ambulance station, and clearing sta- 
tion. A service station is established by the supply sections 
of the headquarters, or headquarters and service, company of 
the division medical unit. For the organization and func- 
tions of such stations, refer to the index and consult the 
paragraphs devoted to each type. 


52. Division SuRGEON.—a. General—The senior officer of 
the Medical Corps assigned to a division is the division sur- 
geon. The fact that this same Officer is also the commander 
of the division medical unit must not be permitted to obscure 
the sharp distinction between his functions in the two capaci- 
ties. As division surgeon he is a special staff officer of the 
division commander, and all his duties and responsibilities are 
staff functions. As commander of the division medical unit, 
his functions are exclusively those of command. He may not 
evade any of the responsibility of either status by relinquish- 
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ing one to devote his attention to the other; but he may 
delegate to assistants in both capacities authority to act in 
his name within the limitations he imposes. He is accounted 
for on the returns of the division medical unit. 

b. Duties and responsibilities (also par. 10).—The duties 
and responsibilities of the division surgeon are— 

(1) To Keep the division commander and general staff group 
constantly informed as to the conditions and capabilities of 
the medical service, and to assist the division commander in 
the exercise of such of his command functions as pertain to 
the medical service. 

(2) To keep the surgeon of the next higher echelon informed 
of the medical situation within the division. 

(3) To elaborate the medical details necessary to carry the 
division commander’s decisions into effect. This is medical 
planning. (See par. 21.) 

(4) To initiate measures for the prevention or reduction of 
disability and death in the command. Such of these meas- 
ures as involve command responsibility are initiated in recom- 
mendations to the division commander; but such as pertain 
only to technical procedures in the care and treatment of 
sick and injured may be initiated by direct instructions to 
the medical officers concerned. The scope of this responsi- 
bility includes— 

(a) The prevention and control of communicable and de- 
ficiency diseases. (See FM 8-40.) 

(b) Improvement of physical condition by any practicable 
measures. 

(ce) The prevention of nonbattle injuries. The records and 
experience of the medical service are most important guides 
to the reduction of this source of disability. 

(d) The reduction of battle injuries and of the mortality 
resulting therefrom. This responsibility does not encroach 
upon‘ the well defined responsibility of the chemical warfare 
officer for gas defense. Rather, it supplements it; and the 
surgeon must cooperate with him in reducing morbidity from 
toxic gases. In addition, the reduction of mortality in gassed 
patients is an exclusive responsibility of the surgeon. As re- 
gards other casualty-producing agents, both morbidity and 
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mortality from missiles sometimes may be influenced favor- 
ably by the initiation of preventive measures. 

(5) To initiate measures for the prevention of disease 
among and the medical care and treatment of prisoners of 
war and inhabitants of occupied territory. 

(6) To advise the division commander upon the training of 
all medical personnel in the division, and to prepare for his 
action programs for all aspects of medical training within the 
division. 

(7) To procure, store temporarily, and distribute all medical 
supplies required by the division; to study the medical supply 
requirements and make suitable recommendations to the di- 
vision commander concerning policies governing medical 
supply. (See par. 56.) 

(8) To prepare and forward consolidated reports and re- 
turns of the sick and injured, and to furnish this information 
to other staff officers of the division who are concerned 
therewith. 

(9) To make the necessary technical inspections for the 
division commander to-insure that his instructions pertaining 
to the medical service, including the medical aspects of train- 
ing, are being carried out. 

c. Division. surgeon’s office—(1) General. —The division 
surgeon’s office consists of the commissioned and enlisted per- 
sonnel provided to assist the senior medical officer of the di- 
vision in his stafffunctions. It is not to be confused with the 
command post of the division medical unit. The personnel 
of the division surgeon’s office are not a part of the division 
medical unit although, when circumstances permit, they may 
be attached thereto for quarters, rations, and general 
administration. 

(2) Location.—The division surgeon’s office is a part of and 
located with the rear echelon of division headquarters. ‘This 
is not to say that the division surgeon’s station is invariably 
in his office. Both his staff and command functions require 
his presence elsewhere during a large part of the time; and, 
especially during combat, he will be unable to discharge his 
-responsibilities if he remains so far to the rear. Rather, this 
office is the administrative agency of the division surgeon, to 
be operated by one of his assistants at such times as the 
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duties of the division surgeon require him to be absent from 
the office. 

(3) Personnel.—(a) Commissioned personnel.—The division 
surgeon is provided with one administrative and several tech- 
nical assistants. While these assistants are selected because 
of special qualifications in each case, they are all available 
for any duties that the division surgeon may require of them. 

1. Assistant to division. surgeon.—This officer is a gen- 
eral administrative assistant. The division sur- 
geon may employ him either as an executive 
assistant or in liaison with other sections of the 
division headquarters. 

2. Medical inspector.—A specialist in field sanitation 
and epidemiology is provided to supervise, under 
the division surgeon, all functions of preventive 
medicine. For further details, see AR 40-270. 

3. Dental surgeon.—The senior officer of the Dental 
Corps assigned to the division is the division 
dental surgeon. He is charged with direct super- 
vision, under the division surgeon, of those func- 
tions that pertain to the dental service. He 
advises and assists the division surgeon in dental 
training, operations, and supply. 

4, Veterinarian.—The senior officer of the Veterinary 
Corps assigned to the division is the division 
veterinarian. He is charged with direct super- 
vision, under the division surgeon, of those func- 
tions that pertain to the veterinary service. He 
advises and assists the division surgeon in vet- 
erinary training, operations, and supply; and, in 
addition, he supervises veterinary sanitation and 
the inspection of forage and foods of animal 
origin. In those divisions not provided with a 
.veterinary service, this assistant to the division 
surgeon is omitted. 

5. Orthopedist.—A specialist in orthopedic surgery is 
provided to advise and assist the division surgeon 
in the prevention and care of disabilities within 
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this field, especially the prevention and treat- 
ment of foot injuries and the preparation of 
fractures for evacuation. 

6. Neuropsychiatrist—Mental diseases are particularly 
troublesome in armies. They account for a con- 
siderable proportion of infractions of discipline. 
A satisfactory soldier must be especially well ad- 
justed to his environment, and maladjustments, 
so common in mental diseases, seriously impair 
or completely destroy a soldier’s fusefulness. 
Some mild cases escape detection upon mobiliza- 
tion. Other potential cases, inactive in a serene 
environment, become active under the stress and 
strain of modern warfare. To assist the division 
surgeon in dealing with this problem a spe- 
cialist in mental diseases is provided to advise 
him upon mental hygiene and the detection of 
mental disorders. 

7. Urologist and medical chemical warfare officer— 
While these two specialties are combined in one 
officer in Tables of Organization, the combina- 
tion is not mandatory. It may be expedient, in 
certain instances, to give to another assistant the 
additional duty as medical chemical warfare 
officer. As division urologist, this officer advises 
and assists in the prevention and treatment of 
venereal diseases. If, as is customary, the con- 
trol of venereal diseases is included in the duties 
of the medical inspector, the urologist will assist 
that officer in prevention. As medical chemical 
warfare officer, he advises and assists the division 
surgeon in the prevention and treatment of gas 
casualties. He should maintain close contact 
and cooperate with the division chemical warfare 
officer, who is a special staff officer of the 
division commander. 

(b) Enlisted personnel.—Noncommissioned officers and pri- 
vates are provided for technical and clerical assistance, and 
as messengers and orderlies. 
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@ 53. VETERINARY SERVICE.—d. General.—Veterinary service is 
a part of the medical service of cavalry divisions. 

b. Veterinary units —(1) Functions.—The combat functions 
of a division veterinary unit are to evacuate veterinary aid sta- 
tions and clear the division of animal casualties. In other 
than combat situations, there is the additional function of 
temporary care of such disabled animals as will be fit for duty 
within a short time. 

(2) Collection and evacuation.—The collecting elements of 
a division veterinary unit evacuate the regimental veterinary 
aid stations, and conduct the animal casualties to the division 
veterinary clearing station. They operate within their spe- 
cial field in a manner similar to the joint action of collecting 
and ambulance elements in the field of human casualties. 
There is, however, one notable difference: the veterinary col- 
lecting elements establish no veterinary collecting station. 
Animals are prepared for evacuation within the veterinary aid 
stations; and the responsibility of the veterinary collecting 
element is limited to the delivery of these animal casualties to 
the veterinary clearing station. 

(3) Clearing.—The clearing element of a division veterinary 
unit establishes and operates a veterinary clearing station at 
which are concentrated the animal casualties of the division. 
Those requiring further evacuation are here transferred to a 
supporting veterinary unit of a higher echelon. 


@ 54. REINFORCEMENT.—a. There would be an extravagant 
waste of means much of the time if auxiliary units were 
designed to carry peak loads. Medical units, like all auxiliary 
units, are designed to carry normal loads. The medical load 
varies widely with the situation; and when it becomes heavier 
than the designed capacity of the medical service, the com- 
mander is confronted with a choice between two courses of 
action: to operate his medical service at decreased efficiency 
or to reinforce it. 

b. The source of reinforcements for the medical service may 
be within or without the division. The division medical serv- 
ice may be reinforced with units from higher echelons. The 
medical requirements should be considered when other aug- 
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mentation of division means, such as in artillery, is planned. 
In certain situations, and particularly in emergencies, it may 
be necessary to reinforce the medical service from sources 
within the division. This was done frequently in the World 
War. Some of these sources are prisoners of war, impressed 
civilians, and, as a last resort, other troops of the division. 


@ 55. Support By HicHER ECHELONS.—a. Sources.—The army 
is the normal source of support of division medical services. 
For all practical purposes, the administrative responsibilities 
of the corps are limited to those in connection with corps 
troops. 

b. Evacuation—The responsibility of the division for 
evacuation terminates when casualties reach the division 
clearing station. Further evacuation is a responsibility of a 
higher echelon. Division clearing stations normally are evac- 
uated by ambulances of the army medical service. Arrange- 
ments with the army for evacuation are made by the divi- 
sion through command channels. This is a G—4 function. 
The schedule may be arranged for evacuation at fixed hours; 
or it may provide for evacuation o7 call by the division. 

c. Surgical hospitals—(1) Definition—Surgical hospitals 
are mobile army units, designed for the express purpose of 
supporting division medical services. 

(2) Functions—They furnish special facilities for imme- 
diate surgical aid to such casualties as require it; and they 
hospitalize all casualties whose condition is too serious to 
permit of further evacuation with safety. Such patients are 
known as nontransportables. In addition, when the division 
clearing station it is supporting must be moved, the surgical 
hospital may take over and care for all the casualties of the 
former until they can be evacuated. 

(3) Location——A surgical hospital is located as near as 
practicable to the division clearing station that it is to sup- 
port. The ideal location is one in immediate proximity so 
that nontransportables may be removed from the clearing 
station to the surgical hospital by litter squads. Suitable 
buildings are to be preferred although the unit is equipped 
with tentage. 
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(4) Establishment.—A surgical hospital must retain its mo- 
bility until the situation has crystallized sufficiently to indi- 
cate its best location. It is established after the division 
clearing station is in operation, but before the necessity arises 
to move the clearing station. 

(5) Operation.—A surgical hospital rarely is operated under 
division control. It may be operated under army control, or 
operation of surgical hospitals may be decentralized to corps. 


@ 56. Drviston MepIcaL SuPPLY.—a. Responsibility —The di- 
vision surgeon is, under the division commander, responsible 
for the medical supply of the division. ‘The division medical 
supply officer is his assistant in direct charge of medical 
supply. 

b. Organization for division medical supply.—(1) Division 
medical supply officer.—This officer serves in three distinct 
capacities: 

(a) He commands the headquarters or headquarters and 
service company of the division medical unit. 

(b) He is the unit supply officer of the division medical 
unit. In this capacity, he is a staff officer of the commander 
of the division medical unit. For his functions in connection 
with unit supply see paragraph 57. 

(c) He is the medical supply officer of the division. In 
this capacity he is an assistant of and responsible only to the 
division surgeon. Within standing operating procedures and 
policies laid down by the division surgeon, he takes direct 
charge of the medical supply of the division, thus relieving his 
chief of the details incident to this function. He must look 
to the division surgeon, however, for basic decisions concern- 
ing medical supply. 

(2) Division medical supply section.—In each headquarters 
or headquarters and service company of a division medical 
unit is a section charged with division medical supply. This 
section performs all functions associated with the procure- 
ment, storage, and distribution of medical supplies for the divi- 
sion. It is not to be confused with the unit supply section 
of the same company which is concerned only with the supply 
of the division medical unit. (See par, 57b.) 
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c. Procurement.—The division normally procures medical 
supplies from an army medical depot. They may be shipped 
to the railhead, or trucks of the division medical unit may be 
sent to the depot forthem. One or both of two administrative 
procedures may be followed: 

(1) Formal or informal requisition.—The division medical 
supply officer prepares, for the division surgeon, requisitions 
upon the proper depot. 

(2) By drawing against credits ——Credits may be established 
in one or more depots for the division by higher authority. 
The division may then draw without further approval against 
such credits until they are exhausted or discontinued. 

a. Storage.—Except in permanent or semipermanent camps, 
the division operates no medical depot. The medical supply 
section does, however, carry in vehicles a small rolling reserve 
of medical supplies against emergencies and to minimize the 
normal lag between requirement and distribution. 

e. Distribution.—(1) Service station.—The service station 
is the principal distributing point for medical supplies. It 
is established by the division medical supply section of the 
headquarters or headquarters and service company of the 
division medical unit. It is located at a convenient site, 
usually adjacent to the clearing station in combat and in the 
bivouac of the division medical unit at other times. A medi- 
cal dump is usually established at the service station, stocked 
initially from the rolling reserve. Other medical dumps may 
be established at collecting stations. 

(2) In other than combat situations.—(a) Requisitions by 
subordinate elements of division—Each unit supply officer 
submits requisitions for the medical supplies required by his 
unit (par. 34). This includes the unit supply officer of 
the division medical unit who, in one capacity, submits a 
requisition that he himself in another capacity will eventu- 
ally fill. This is a paper transaction between the two supply 
sections of his company and is necessary because of differ- 
ences in accountability between the two echelons of supply. 
The approval of requisitions is a command function. The 
division surgeon reviews all requisitions for medical supplies 
and makes appropriate recommendations to the division com- 
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mander. The latter may delegate his authority to the divi- 
sion surgeon to act upon such requisitions under such policies 
as he may lay down. 

(b) Accountability and responsibility—The division medi- 
cal supply officer is accountable and responsible for no medi- 
cal property other than the rolling reserve or that in his 
depot when established. Upon receipt of supplies from a 
depot he ships them to unit supply officers and drops them 
from his accountability. On the other hand, unit supply 
officers are accountable for all property issued to their respec- 
tive units. It is this difference in property accounting that 
makes necessary the separation of unit supply from division 
medical supply within the headquarters or headquarters and 
Service companies of division medical units. (See par. 57g.) 

(ec) Deliveryw—Medical supplies may he delivered to unit 
trains at the railhead or at the service station, or they may 
be delivered to unit distributing points by vehicles of the 
division medical unit. Unit trucks may receive delivery at 
a medical depot. 

(3) In combat.—The method of distribution of medical 
supplies in combat is most informal. Every consideration is 
subordinated to the objective of keeping medical units sup- 
plied. The division medical dump is established as soon as 
the clearing station is located. It is stocked initially with 
the rolling reserve. Auxiliary dumps may be established in 
the vicinities of collecting stations, or the stocks of collecting 
units may be augmented to enable them to supply forward 
units. Requests for supplies are sent to the rear by litter 
squads and ambulances; supplies are dispatched forward by 
trucks, ambulances, and litter squads. (See also par. 34 b 
and c.) 

@ 57. Suppty oF Diviston MeEpicaL Unit.—a. General.—For 
the distinction between supply of the division medical unit 
and division medical supply, see paragraph 56b(1). 

b. Organization for unit supply—In each headquarters or 
headquarters and service company of a division medical unit 
is a unit supply section. This section performs the functions 
associated exclusively with the supply of the division medical 
unit. 
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c. Scope of unit supply.—The division medical unit requires 
both general and special supplies. Special supplies are not 
limited to medical, but include items of supply furnished by 
other arms and services. (See FM 100-10.) 

d. Procurement.—(1) In other than combat situations.— 
Except for items supplied automatically, the unit supply offi- 
cer consolidates the supply requirements of the several com- 
panies, prepares the necesSary requisitions, and forwards them 
through command channels. His requisitions for medical 
supplies eventually will reach the division medical supply sec- 
tion which he also heads; but his requisitions for supplies 
other than medical will be sent to the division supply officer 
of the arm or service concerned. 

(2) In combat.—See paragraph 56e(3). 

e. Storage—The unit supply officer maintains no reserve 
stocks. 

f. Distribution.—As soon as he receives supplies from any 
division supply agency, the unit supply officer issues them to 
the several companies in accordance with their previous 
requests. Delivery is made normally at the company bivouac. 

g. Accountability and responsibility —The unit supply of- 
ficer as such is responsible for no property, although this 
same officer, in his capacity of commander of the headquarters 
or headquarters and service company, is responsible for all 
property issued to that company. On the other hand, the 
unit supply officer is accountable for all property issued to 
the division medical unit. He issues to the several companies 
on memorandum receipt only; and his is the only stock record 
account in the division medical unit. For further details see 
AR 35-6520. 


@ 58. TrAIninc.—a. Responsibility —Training is a command 
responsibility. The commander of a medical unit is respon- 
sible for its training, and each commander of a subordinate 
element thereof is responsible for the training of his own 
command. The technical supervision of the training of at- 
tached medical personnel is a staff function of the division 
surgeon. It is the division commander who is responsible. 

b. Planning.—The division commander prescribes general 
training objectives. Based upon these, training objectives for 


69 


58 MEDICAL FIELD MANUAL 


the division medical unit are prescribed by the unit com- 
mander who issues general training directives or programs 
applicable to all subordinate elements. To assist in training, 
there is provided on his staff a plans and training officer. 
Upon. receipt of the unit directive, each subordinate element 
commander prepares a detailed training program for his own 
command, and submits it to the unit commander for approval. 
As approved, such programs are placed in operation by the 
responsible officers. (See FM 21-5.) 

c. General training objectives.—The general training objec- 
tives of a division medical unit are— 

(1) To prepare each subordinate element to discharge all 
its functions in a satisfactory manner, and 

(2) To assure that the division medical unit will operate 
as a coordinated whole in the accomplishment of its missions. 

d. Conduct.—Each commander assisted by his staff or 
junior officers conducts the training of his own unit. Battal- 
ion commanders direct the training of their battalions and 
conduct such training as is given to the battalion as a whole. 
In the case of a medical regiment, the regimental commander 
conducts the combined training of the battalions. Combined 
training with the arms and other services is conducted by the 
commander designated in each case. 

e. Scope—(1) General.—Military training may conven- 
iently be divided into basic military training, technical train- 
ing, and tactical training. All three of these phases are in- 
cluded in the training of medical troops of the division and 
should be given concurrently. 

(2) Basic military training is that primary training given 
to all recruits upon first entering the military service. Its 
scope is prescribed from time to time in training directives. 
(See MR 3-1.) 

(3) Technical training of the medical soldier is both 
general and special. All medical soldiers regardless of their 
assignment must be trained in the elements of the care of 
sick and injured, including first aid, bandaging, splinting, and 
the transportation of the disabled with and without litters. 
According to the duties of the particular soldier, this training 
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is expanded to include the care, use, packing, and loading of 
equipment and special operations in the care and treatment 
of the sick and injured. Dental and veterinary personnel are 
trained in their special fields. Specialists are further trained 
‘in their specialties, such as in medical and surgical technique, 
sanitation, administration, and in the operation and mainte- 
mance of transport. 

(4) Tactical training is largely unit training. It includes 
training in the functions of the unit and in cooperating with 
other medical units as well as with units of the arms and 
other services. 
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COLLECTION 


@ 59. DEFINITIONS.—d. Collection is the operation of removing 
casualties from aid stations, or directly from the field when 
necessary, to a collecting station and there preparing them 
for further evacuation. It should be noted that this prepara- 
tion for further evacuation is an essential feature of collection. 

b. A collecting station is a complete establishment of a col- 
lecting unit—complete in the sense of availability of all the 
normal facilities of a collecting station. Certain collecting 
units have duplicate sets of equipment permitting them to 
establish two complete stations. In the latter case the per- 
sonnel available to operate each station is proportionately 
reduced. 

c. A collecting post is a limited establishment operated by 
a detachment of a collecting unit and contains the necessary 
elements to prepare casualties for further evacuation, but with 
less elaborate degree than a collecting station. 


H@ 60. CoLLEcTING Units.—a. Functions.—A collecting unit has 
the following functions: 

(1) Combat function.—The combat function of a collecting 
unit is to provide direct support of the attached medical per- 
sonnel in its front. This support consists of the collection of 
casualties (see par. 59a) ; their sorting, emergency treatment, 
and transfer at the collecting station or post to the ambu- 
lance unit in support. In the case of collecting units which 
include ambulance platoons, this transfer of responsibility is 
made at the clearing station. 

(2) Supervision of sanitation.—When not confronted with. 
actual or impending combat functions, collecting units pro- 
vide the personnel to assist in sanitary administration in the 
manner prescribed in paragraphs 5 and 6, AR 40-205. Ordi- 
narily, the services of a collecting unit in this function are not 
required beyond the bounds of the division, corps, or army to 
which the unit is immediately assigned. The employment of 
collecting personnel in this function must not interfere with 
their training in the primary function in combat. Sanitation 
details are not police details; and the exercise of this function 
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is limited to duty as inspectors, demonstrators, and instruc- 
tors in sanitation. 

b. Functional organization.—For general organization see 
chapter 4. Each collecting unit is organized into a unit head- 
quarters, collecting station section, liaison agents, and litter 
bearers. An ambulance subunit is included in certain col- 
ecting units. 

(1) Unit headquarters consists of such commissioned and 
enlisted personnel as are required for the command and ad- 
ministration of the unit as a whole. It maintains at all times 
a small office for the administration and maintenance of the 
unit including the preparation of reports, returns, requisitions, 
and correspondence. The unit commander may detail his 
officers in addition to their other duties as follows: 

(a) Supply officer, who is responsible for the procurement, 
storage, and distribution of all supplies and equipment. 

(b) Mess officer, who is responsible for the procurement of 
rations and the operation of the unit mess. 

(c) Transportation officer, who is responsible for the main- 
tenance of the motor transport. 

(2) Each collecting station section is charged with the es- 
tablishment and operation of a collecting station. When at 
station this section is reenforced as necessary. 

(3) Liaison sections are charged with the establishment 
and maintenance of liaison (contact) with the medical de- 
tachments attached to combat units in the zone of action 
covered by the collecting unit. 

(4) Litter bearers carry litter cases to the collecting station 
from the aid station and, when necessary, from the field in 
rear of the battalion aid stations in their zones of action. 
They operate the unit’s wheeled litter carriers whenever their 
use is practicable. They perform such first aid for casualties 
handled by them as may be necessary. 

c. Supply.—See paragraph 57. 


@ 61. CoLLectinc Unit CommannDER.—d. General.—The senior 
officer of the Medical Corps present for duty with a collecting 
unit commands it. Collecting units are the critical elements 
of the division medical service; and commanders of these 
units must be able, alert, resourceful, courageous, and indus- 
trious. 
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b. Duties and responsibilities —(1) Administration, disci- 
pline, morale, and training of the unit. 

(2) Coordination of all activities of the unit. 

(3) In combat.—(a) Disposition and employment of the 
subordinate elements of. the unit. 

(b) Liaison with units of attached medical personnel in 
the zone of action of the collecting unit. 

(c) Keeping his immediate superior informed of the situa- 
tion in his front. 

c. Relations with other units—(1) Within. the division 
medical service—In combat there must be close and har- 
monious cooperation between the collecting unit and the am- 
bulance unit directly supporting it. The ambulance unit, 
however, must adapt its operations to those of the collecting 
unit except that the collecting unit must establish its stations 
near points accessible to ambulances. 

(2) Without division medical service.—The collecting unit 
must base its dispositions and operations upon those of the 
combat elements in its front. Normally it removes casualties 
from aid stations; but, when attached medical personnel for 
any reason have been unable to remove all wounded from the 
field, the collecting unit must search and clear the field. 


HM 62. MEssAGE CENTER.—a. General.—The message center is 
the nerve center of the unit. All official messages to and 
from the unit pass through the message center and are made 
of record. It is located at the unit CP, and marked with a 
conspicuous sign. The message center clerk is in direct 
charge of operation. 

b. Equipment.—The essential equipment of a unit message 
center consists of— 

(1) A small table and stool. 

(2) Blank delivery lists. 

(3) Field message blanks. 

(4) Carbon paper, pencils. 

(5) Registration stamp and ink pad. 

(6) Blank message center registers (W. D., S. C. Form No. 
No. 1150). 

(7) Flashlight, lantern. 

(8) Time piece. 
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(9) Message center case (for equipment). 

(10) Message center directing sign. 

(11) A simple file for communications, delivery lists, and 
méssage center register sheets. 

c. Special combat functions—Message center personnel 
meet incoming litter bearers and walking wounded from the 
front, and ambulances from the rear, and ascertain by direct 
questions whether or not they are bearers of messages. Mes- 
sages for the collecting unit are retained; those for units 
in front or in the rear are forwarded by the proper agencies. 

ad. Records——The records of the message center should be 
complete. (See FM 101-10.) 


@ 63. LocaTING COLLECTING STATION.—a. General—The site of 
a collecting station is selected from a study of the terrain, 
roads, friendly and hostile troop dispositions, and the capabil- 
ities of the enemy. The governing element is the mission of a 
collecting unit: the preparation of casualties for ambulance 
transportation to the clearing station. Many patients arrive 
at a collecting station who have not been given adequate 
emergency treatment; but none should ever leave a collecting 
station with an inadequate dressing, a poorly splinted frac- 
ture, or lacking sufficient blankets to protect him from the 
weather. These functions cannot be discharged unless some 
degree of protection from enemy action is afforded; this con- 
sideration points to a site well to the rear. However, the 
difficulties in transporting patients on litters carried by hand, 
and the suffering of walking wounded, point to a site near the 
front. Selection of the site, then, becomes a compromise be- 
tween these divergent considerations. The most important 
factor in determining the location for a collecting station is 
the position of the several aid stations supported by the unit. 
This requires a map study or reconnaissance of the belt of 
terrain some 500 yards to the rear of the line of departure 
or the main line of resistance in order to determine the loca- 
tion of aid stations and a knowledge of probable or actual 
battalion boundaries. The latter information frequently can 
be obtained in advance in the case of a prepared attack or a 
prepared defensive position. In a meeting engagement, such 
advance information of combat elements may not be available 
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but usually fairly accurate deductions may be made. In such 
situations, it may be advisable to order the collecting unit to 
a position in readiness initially, from which it can be rapidly 
advanced to the best position after the tactical situation has 
developed and the aid stations have been located. 

b. Site requirements.—(1) The station should be located so 
as to obtain sufficient defilade from elevations of terrain for 
protection from direct small arms fire and from flat trajectory 
artillery fire. A distance beyond the effective range of hostile 
artillery fire renders the station useless. Properly located 
buildings, particularly those of brick, concrete, or stone con- 
struction, should be utilized. Cellars provide protection, and 
in stabilized situations dugouts may be constructed. Protec- 
tion may also be obtained by concealment. Positions in woods 
er other localities which are not under direct enemy observa- 
tion should be sought. (In this connection see par. 82b (4) 
(b).) A location in close proximity to bridges, fords, impor- 
tant crossroads, ammunition distributing points, battery po- 
sitions, or other points likely to draw hostile artillery fire 
should be avoided. 

(2) Every effort must be made to reduce to a minimum 
the distance of litter carry. The average should not be more 
than 1,500 yards, and each 100 yards that this average dis- 
tance is reduced adds to the efficiency of casualty collection. 
A position somewhere near the center of a zone of action 
or sector will equalize the distances from the several aia 
stations and is desirable unless there are urgent reasons to 
the contrary. 

(3) The site selected must be accessible to ambulances, al- 
though the station is not necessarily accessible at all times. 
Demolitions, other traffic, and enemy fire may prevent am: 
bulances from reaching the station for varying periods, and 
in extreme situations, ambulances may be able to evacuate the 
station only at night. 

(4) The site must be of sufficient size to permit systematic 
organization of the station and for the movement of ambu- 
lances and trucks. Considerable accumulations of wounded 
may occur for various reasons and there should be sufficient 
shelter and cover available while they are awaiting evacuation. 
The ground must be firm. 
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(5) A point which intercepts the greatest number of ra- 
tural lines of drift of wounded is desirable. (See par. 12c.) 

(6) Probable areas of casualty density must be considered. 
(See par. 12D.) 

(7) The collecting station should not be located so far for- 
ward as to become involved in minor fluctuations of the line. 

(8) An adequate water supply is desirable. 

c. Average location.—The location of a collecting station 
will depend in each situation upon the terrain, road net, na- 
ture of the operation (attack, defense, etc.), and enemy capa- 
bilities. No fixed rule can be laid down; but the following 
approximations may be regarded as general guides: 

(1) It should rarely be nearer than 1,200 yards to the front 
line. 

(2) It should rarely be farther than 3,500 yards from the 
front line. 

(3) Other things being equal, it should be near the center 
of its zone of action in a lateral direction. 

(4) It should be on or near a road leading to the rear. 

d. Reconnaissance.—(1) Depending upon the situation, the 
general area in which a collecting station is to be established 
may be prescribed by the commander of the division medical 
unit or by the commander of the collecting battalion; or the 
collecting unit may be given a mission order to support a 
specified combat element, in which case the unit commander 
may exercise full discretion. Before the collecting unit arrives 
in the general area, a reconnaissance should be made by the 
unit commander, whenever possible, to select the exact loca- 
tion of the collecting station. 

(2) Upon arriving at his decision, the unit commander may 
send a messenger to guide the unit into position, or he may 
return and lead it in. In either case he should have a de- 
tailed plan for the lay-out of the station and the employment 
of the other elements of his unit by the time it arrives at 
the site selected. 

(3) Whenever practicable, this reconnaissance is made 
jointly with the supporting ambulance unit commander. The 
views of the latter must be considered carefully, but the deci- 
sion rests with the collecting unit commander. 
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64. ESTABLISHING A COLLECTING STATION.—d. Approach 
march.—(1) General.—The advance of a collecting unit to its 
combat position will depend upon the nature of the operation, 
enemy capabilities, and the location of the unit at the time it 
receives its mission. Intervening, ordinarily, between the unit 
and its combat position is the bulk of the combat troops and 
their trains. These must have priority of movement. Thus 
an early and uninterrupted advance of a collecting unit to its 
combat position is not always assured. However, when early 
entry of collecting units into combat is imperative, this source 
of delay should be obviated by placing them in such positions 
prior to combat that their subsequent movements will not 
interfere with combat troops. In planned operations of large 
units, however, several hours are allotted for reconnaissances 
of commanders and staffs and for other necessary prelimi- 
naries to combat. During this period a collecting unit usually 
will be able to make its preparations and advance to its posi- 
tion without interfering with other elements. 

(2) Advance into position.—The personnel of a collecting 
unit are moved into position whenever practicable by the 
ambulance unit designated to support. ‘The train of the col- 
lecting unit follows in the column. The ambulances trans- 
port the collecting personnel to the site of the station, or as 
near thereto as the convoy may proceed in relative safety. 
Except when the ambulance unit is a subordinate element of 
the collecting unit, this movement is controlled by the am- 
bulance unit commander. Collecting personnel are trans- 
ported in ambulances both to save time and to start them off 
in their arduous duties in the best. physical condition possible. 
The combat order for a collecting unit will prescribe the time 
of movement, the route, the ambulance unit (if any) to trans- 
port the personnel, entrucking, and (when known) detrucking 
points, the hour at which the collecting station will open, if 
necessary, and such other information as may he required. 

b. Setting up the station.—(1) Organization.—The station 
is organized into the following departments: receiving, litter 
wounded, walking wounded, gas cases (when indicated), rec- 
ords, forwarding, kitchen, and the morgue. For a diagram 
of the organization and layout, see figure 3. 
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Ficure 3.—One arrangement of collecting station. Arrangements 
vary with characteristics of site. 
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(2) Allotment of tasks.—(a) General.—All departments 
are established simultaneously. The platoon leader is in 
general charge; he is assisted by the platoon sergeant. 

(b) Kitchen—Mess sergeant, cooks, and cooks helpers. 

(c) Message center.—Message center clerk. 

(d) Latrines—Truck chauffeurs may be used to dig latrines. 

(3) Procedure—(a) If the unit has been transported to 
the site by ambulances, it detrucks and forms. The packs 
of the men, except those in the litter platoons, are unslung 
and laid aside. The unit commander points out the posi- 
tions for the headquarters and message center, the receiving, 
litter wounded, walking wounded, and forwarding depart- 
ments of the station, the kitchen, morgue, motor park, la- 
trines, and direction of water point; and indicates where the 
liaison personnel will report to him for orders, if its mem- 
bers have not already reported to the regimental and bat- 
talion surgeons. 

(b) The officers and noncommissioned officers then take 
charge of their respective platoons, sections, and details, and 
establish the station. 

(c) The trucks are driven to points most convenient for 
unloading and placing equipment. 

(d@) The litter bearers are marched to a nearby point afford- 
ing some concealment and cover. Packs are unslung; and 
all equipment in excess of stripped packs is removed from the 
packs. Stripped packs with medical belts or pouches are 
then slung. The excess personal equipment is stacked. Lit- 
ters are procured and stacked. The litter bearers fall out 
and remain in the immediate vicinity of the stacked litters. 

(e) Under the immediate direction of the platoon sergeant, 
the reinforced collecting station section unloads the station 
equipment from the trucks. The litters are unloaded first and 
placed to one side convenient for use by the litter bearers. 
This detail may pitch the tents for litter and walking wounded. 
Each tent is then equipped by the enlisted personnel on duty 
therein, under the supervision of the platoon sergeant. Each 
man arranges and prepares for immediate use the equipment 
and supplies in accordance with his duty assignment. 
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(f) After they are unloaded, the platoon sergeant directs 
the distribution of blankets, litters, and splints to the receiving, 
litter wounded, and walking wounded departments. 

(g) Personnel in the litter and walking wounded depart- 
ments prepare for the reception of patients. 

(h) The forwarding department is established. 

(i) The clerk, recorder of patients, takes position prepared 
to make the necessary record of patients passing through the 
station. 

(7) As soon as the platoon sergeant has personally inspected 
all departments of the station and ascertained that equip- 
ment and preparations are complete and satisfactory, he takes 
his post in the receiving department. 

(kK) Under the direction of the mess sergeant, the cooks 
and cooks helpers unload the equipment and supplies of the 
station kitchen, pitch the kitchen fly, and start the prepa- 
ration of hot foods and drinks for patients. This kitchen 
does not feed the duty personnel. The unit kitchen should 
be located near but not in the collecting station. 

(1) The message center clerk establishes the message center 
at a designated point, places the proper signs, and takes his 
post. 

(m) As soon as trucks are unloaded, they are driven to a 
concealed park in the vicinity of the station. 

(n) After the trucks are parked, the chauffeurs dig the 
latrines. As soon as they are finished, they return to the 
park and await further orders. 

(4) Improvements.—If the station remain in one position 
several days, its organization, protection, and facilities are 
improved. 

c. Directing signs.—Upon the establishment of a collecting 
station, plainly visible directing signs are posted at suitable 
points to mark the location of the station and the routes 
thereto. The area forward is adequately posted along the 
litter-bearer routes as far as the line of the aid stations. A 
large sign is prominently displayed in the vicinity of the 
station. (For a form, see fig. 4.) The posting and removal 
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of the station sign are the responsibility of the platoon ser- 
geant. ‘The posting and subsequent recovery of the Red Cross 
directing signs are the responsibility of the sergeant of the 
bearer element in whose zone of action these signs are posted. 


(This sign may be painted on a suitable panel with the additional 
legend “To Coilecting Station” or “To Clearing Station,” or whatever 
the installation may be, and mounted on a post or tree or other 
object.) 


Ficure 4.—For signs pointing way to medical installations. - 


@ 65. OPERATING COLLECTING STATION.—a. General.—The ma- 
terial in this paragraph is to be construed merely as a general 
guide to the operation of a collecting station. ‘The functions 
discussed herein must be discharged in every situation; but 
circumstances may require some modification of the manner 
in which they are discharged. 

b. Receiving department.—All cases enter the station 
through this department. A supply of blankets, litters, and 
splints is maintained for exchange with litter bearers. Each 
patient is examined and classified either as a walking wounded 
or a litter wounded. Experience has shown that roughly 50 
percent of all cases received will fall into each of these classes. 
If gas is used, a further classification must be made to sepa- 
rate gassed patients from all others. As soon as a patient 
is classified in this department, he is sent to the proper depart- 
ment for emergency treatment and preparation for further 
evacuation. 

c. Litter wounded department.—(1) In general, litter 
wounded will require more attention than walking wounded, 
although a relatively slight injury to a foot may prevent a 
patient from walking and this department is organized ac- 
cordingly. If the personnel is available, this department 
should be manned by two medical officers and five enlisted 
men. Of the latter, there is one noncommissioned officer in 
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general charge; cne enlisted man in charge of sterilization 
and the administration of hypodermic medication, including 
sera; one enlisted man in charge of shock litters; one in 
charge of dressed litters; and two (technicians) to assist the 
medical officers. 

(2) Two dressing tables are operated, one by each medical 
officer and his assistant. Dressings and splints are placed 
conveniently. Only the simplest and most necessary opera- 
tive procedures are undertaken. Tourniquets must be re- 
moved and hemorrhage stopped if possible before the patient 
is evacuated. 

(3) A section of the litter wounded department is devoted to 
the treatment of traumatic shock. A shock litter is prepared 
by placing an ordinary litter on a litter rack with blankets so 
arranged as to inclose the space beneath the litter, in which 
are placed lanterns. When lighted, these lanterns provide 
heat to a patient placed on the litter. Additional heat may 
be provided with blankets and the judicious use of hot water 
bottles. 

(4) Working to the rear of the dressing tables is an enlisted 
man charged with sterilizing instruments and administering 
hypodermic medication. An important duty of this man is to 
examine the emergency medical tag of each patient and, if the 
administration of any serum is routine, to determine whether 
or not it has been administered previously; and, if it has not 
already been administered, to give the patient the prescribed 
dose, making a proper notation of his action. He administers 
other hypodermic medication at the direction of a medical 
officer and makes the proper notations of such action. 

(5) Several litters are dressed with blankets to be available 
without delay when needed. For the method of dressing a 
litter, see FM 8-35. 

dad. Walking wounded department.—This department is op- 
erated similarly to the litter wounded department except that 
no provisions are made for the treatment of shock and no 
dressed litters are maintained. One medical officer with 
enlisted assistants usually operates this department. 

e. Gas department.—lIf gas is used by the enemy, special 
provision must be made at the collecting station for gassed 
cases. They must not be mixed with other patients, and they 
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usually require special treatment. While these cases must 
receive treatment at the collecting station, the meager equip- 
ment and limited personnel will not permit of more than the 
minimum of ameliorative measures being taken. Degassing ~ 
of mustard cases and suspected mustard cases is undertaken 
when practicable. In good weather, this department should be: 
operated in the open. Personnel must observe protective 
measures. If gas casualties are numerous, collecting units 
must be reinforced to afford proper care to such cases. Spe- 
cially trained personnel and suitable equipment should he 
provided. 

f. Record department.—A clerk, recorder of patients, keeps 
a numerical record of all patients received at the collecting 
station, classified as indicated in FM 8-45. A report is sub- 
mitted through the message center to the next higher head- 
quarters at such intervals as may be directed, usually every 
4,6, or 12 hours, depending upon the situation. 

g. Fowarding department.—(1) As soon as the treatment 
of each patient is completed, he is removed to the forwarding 
department. Although not separated by any great distance, 
to facilitate the loading of ambulances, walking wounded are 
kept apart from litter wounded in this department. While 
awaiting evacuation, patients, especially the seriously sick 
and injured, must be provided with some shelter if the wea- 
ther is cold or inclement. 

(2) The enlisted man in charge of the forwarding depart- 
ment directs the loading of ambulances, checks the exchange 
of property, and separates the patients into those who are to 
be evacuated and those who are to be returned to their or- 
ganizations. The latter he turns over to the military police, 
or disposes of in accordance with special instructions. The 
former he classifies as shown below, and sees that ambulances 
are loaded accordingly: 

(a) Those who must be transported in a recumbent posi- 
tion. These are not to be confused with litter wounded, since 
certain litter wounded may be transportable in a sitting 
position. 

(b) Those who may be transported in a sitting position. 

(c) Those who must be transported apart from others, 
such as gassed patients and those with contagious diseases. 
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(3) The equipment of évacuées may accompany them, or 
may be disposed of at a salvage dump established at the col- 
lecting station. This is determined by policies established by 
the division commander. 

(4) The loading of ambulances is controlled by the collect- 
ing unit. All ambulances are loaded to capacity when evacu- 
ation is heavy. Except in emergencies, ambulances are held 
at the forwarding department until a full load is assembled. 

h. Kitchen.—When the station is opened, the cooks immed- 
iately prepare an adequate supply of hot coffee, cocoa, or 
soups for cases awaiting treatment or evacuation. 

i. Morgue.—This is merely a place, out of the sight of the 
wounded, where those who die at the station are placed until 
they can be properly disposed of by the agency responsible for 
burial. - 


@ 66. Liaison SEcTION.—a. Responsibility for liaison.—In the 
medical service the responsibility for maintaining contact be- 
tween two medical units lies with the unit to the rear. Al- 
though regimental and battalion surgeons have a duty in this 
cannection (par. 39b), the responsibility for establishing 
and maintaining contact between attached medical personnel 
and the collecting unit in support lies with the latter. To 
discharge this duty there is, in each collecting unit, a liaison 
section composed of contact agents. 

b. Duties of contact agents—The basic functions of contact 
agents (e below) are— 

(1) To locate all infantry aid stations in the collecting com- 
pany’s assigned area of responsibility. Contact agents are 
not usually assigned to artillery units. (See par. 67k.) 

(2) To return to the collecting station and guide the litter 
bearers forward to the aid stations. 

(3) Afterward, to remain at their respective aid stations 
and there act as contact or liaison agents for their unit, send- 
ing back to the unit commander all the useful information 
they can obtain. 

c. Establishing contact.—Contact is established in one of 
two different ways: 

(1) Collecting station to aid station—The contact agents 
remain with the collecting unit until the site for the collecting 
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station has been fixed. Then, while the station is being estab- 
lished, the contact agents are sent forward to locate the aid 
stations. 

(2) Aid station to collecting station.—The contact agents 
are sent to locate the aid stations before the establishment of 
the collecting station has been started. This may be done 
either by attaching a contact agent to each battalion medical 
section before it enters combat, so that the contact agent ac- 
companies it into position, or by dispatching the contact 
agents forward after the battalion sections are in position but 
while the collecting unit is still in a position in readiness. 
When this method is employed contact agents must be in- 
formed of the general area in which the collecting station will 
be located. ‘The choice of methods will depend upon the sit- 
uation; elimination of delay is the guiding consideration. 

d. Instructions to contact agents—When contact agents 
are not attached to battalion sections prior to combat, but are 
dispatched forward by the collecting unit commander, their 
instructions must include the following: 

(1) Direction of the enemy. 

(2) Boundaries of the zone of responsibility of the collect- 
ing unit, shown both on the ground and on the map. 

(3) Designation of the unit, or units, to which the contact 
agent is being sent. 

(4) Location of such unit, or units, if known. 

(5) General route to be followed. 

(6) Any information to be transmitted to the regimental 
or battalion surgeon to whom the contact agent will report, 
such as the location of the collecting station and when litter 
squads may be expected to arrive at the aid station. 

e. Local distribution of contact agents—When two or more 
contact agents are being dispatched to a combat regiment, all 
should report initially to the regimental surgeon so that he 
may distribute them according to the plans for the employ- 
ment of the regiment. 

f. Failure of a contact agent to report.—If a contact agent 
sent to locate an aid station does not report back to the col- 
lecting station at the proper time, another contact agent or 
other soldier capable of performing the duty must be Sent. 
Liaison must be established and maintained. 
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g. Contact agents at aid stations —Contact agents must not 
only be intelligent and highly trained but must exhibit initia- 
tive and have a keen sense of the importance of their duties 
and the responsibilities of their position if they are to be of 
any value to their commanding officer and to the medical 
service. They are there to obtain early and reliable informa- 
tion, and they must get it and transmit it. Their duties 
are to keep the collecting unit commander constantly in- 
formed of— 

(1) A change or contemplated change in the location of the 
aid station. 

(2) The prevailing type of wounds or gas casualties, 

(3) The number of wounded and whether increasing or 
decreasing. 

(4) The progress of the regiment or battalion to which 
attached. 

(5) Enemy counterattacks of new infantry units engaged 
or about to engage as communicated to the contact agent 
by the regimental or battalion surgeon, and any other infor- 
mation pertinent to the military situation if it concerns the 
collecting unit. 

h. Agencies for transmitting information.—(1) The agen- 
cies available to contact agents for transmitting their infor- 
mation to the collecting station are usually limited to return- 
ing litter bearers, walking wounded (unreliable, but used 
when necessary), ambulances arriving at the aid station or a 
nearby loading post, and the telephone, when available. 

(2) Messages of special importance are sent in duplicate 
by two different agents. One message is marked “Duplicate.” 

(3) Sketches are sent when they supplement a written 
message or better explain a certain situation than does a 
message. 

(4) Each contact agent is provided with a field message 
book and pencils, 


M@ 67. LittER Brarers.—a. Task.—The assembling of litter 
wounded at a collecting station is a slow operation. The time 
required to evacuate aid stations of their litter wounded is a 
function of three variables: the number of litter wounded, the 
number of litter bearers, and the time required to make the 
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trip between the aid station and the collecting station. Dis- 
tance is no accurate index of this time, since difficulties may 
alter the usual relationship between time and space. Where— 
W is the number of litter wounded; 
t is the time required for one round trip of a litter squad; © 
S is the number of litter squads; and 
T is the total time required to move all litter wounded; 
_ the general formulas are— 


_Wxt 

(1) T= 
Xt 

(2) scagied 


which is to say in (1) that the total time required to evacuate 
a given number of litter cases depends upon the time for each 
patient and the number of squads employed; and in (2) that 
the number of squads required to evacuate a given number of 
wounded in a prescribed time depends upon the time required 
to evacuate each case. 

b. Factors tending to retard collection rate—(1) Poorly 
trained or ill-disciplined litter bearers. 

(2) Night collection. (See g below.) 

(3) Casualties scattered over field instead of being assem- 
bled at aid stations. (See /f(1) below.) 

(4) Inclement weather; difficult terrain, such as mud, 
rough undergrowth, etc. 

(5) Enemy fire and gas. 

(6) Enemy counterattacks. 

(7) Long litter carriage. 

(8) Fatigue of litter bearers. During hard fighting, fresh 
litter bearers can be expected to work the first 20 to 24 hours 
with but little rest. Thereafter they should be relieved and 
rested every 12 hours. 

(9) Casualties sustained by litter bearers. 

c. Measures for increasing the rate of collection.—(1) Use 
of wheeled jitter carriers——A wheeled litter carrier is a light 
collapsible, two-wheeled, rubber-tired, hand-propelled vehicle 
which will transport one patient on a litter. Each carrier is 
operated by two bearers. Each collecting unit is equipped 
with wheeled litter carriers: ‘They should he allotted to bearer 
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elements according to numbers of patients to be transported, 
distances to be traversed, and suitability of terrain. By es- 
tablishing relay posts, carriers may be used for parts of the 
distance, substituting carriage by hand over stretches not 
suited to their use. 

(2) Forward displacement of the. collecting station—An 
aid station is not located for convenience to the collecting 
station. The location of the latter must conform to the 
movements of the former. While it is true that the move- 
ment of a completely established collecting station entails 
considerable effort and is to be avoided unless necessary, the 
reduction in capacity of litter bearers may outweigh the 
advantages of retaining a collecting station site. When this 
point is reached the station should be moved forward to de- 
crease the distances that patients must be transported by 
bearers. 

(3) Use of advanced ambulance loading posts (par. 76a 
(5)).—Advanced ambulance loading posts should be used 
whenever practicable and the situation permits. In some 
situations they may be used during the hours of darkness 
when their daytime use is impossible. An advanced ambu- 
lance loading post is established by the ambulance unit upon 
the request of the collecting unit. In the event that the 
ambulance unit commander disagrees as to the practicability 
of operating ambulances in advance of the collecting station, 
the decision is made by the next higher echelon commander, 
normally the commander of the division medical unit. 

(4) Reinforcement with personnel from collecting unit in 
reserve.—IiIf there be in reserve a collecting unit whose em- 
ployment in the near future is not contemplated, individual 
personnel or subordinate elements may be detached therefrom 
to reinforce a collecting unit in action. The relative expedi- 
ency of this course and that discussed in (5) below must be 
carefully considered. It may be advantageous to relieve an 
exhausted company with a fresh one, placing the former in 
reserve to recuperate. 

(5) Leapfrogging with another collecting unit—This pro- 
cedure consists in placing an unengaged unit in action to 
establish a new collecting station farther forward, closing the 
old station when the new is in operation. Though not always 
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practicable, this procedure is most useful in certain situations. 
A typical situation in which its use is indicated is to be found 
in a successful attack by combat teams in column. 

(6) Use of prisoners of war.—When available, prisoners of 
war can be used to advantage in the collection and litter 
transportation of battle casualties. They are assigned to this 
service through division or brigade headquarters. In times of 
stress they may be held temporarily at collecting stations. 
Those so assigned to a collecting unit work under the unit 
commander. At the collecting station they are employed as 
litter bearers and for general utility. When employed on 
litter-bearer routes from the aid stations, they are worked 
under guard. 

(7) Reenforcement from medical units of higher echelons.— 
See paragraph 54. 

(8) Reenforcement from other troops of the division.— 
See paragraph 54. 

d. Litter squads in extended order.—For a detailed discus- 
sion of extended order see FM 22-5. The bulk of the work of 
litter squads is not done in formation, but formations are 
necessary in the advance to aid stations and in clearing areas 
of wounded that have not been taken to aid stations. Such 
formations reduce casualties in litter squads, promote control, 
and insure a thorough search of the field. All distances and 
intervals shown in figure 5 are approximate, and are intended 
only as guides. 

(1) Column of litter squads.—This formation facilitates 
control or change of direction and presents the smallest pos- 
sible frontage to direct enemy fire. It is most frequently used 
in advancing to a definite objective, usually an aid station, 
over terrain subject to hostile observation and fire, or in fol- 
lowing a concealed route, as a draw or ravine. A distance of 
50 yards between litter squads in the column is usually ade- 
quate. The platoon sergeant marches at the head of the 
column. ‘The section leaders march where they can best 
-control their sections. 

(2) Line of litter squads.—This formation finds its greatest 
usefulness in searching and clearing the field of wounded 
after combat. At night, in close, rough, and wooded country, 
the interval between litter squads must be less than on open 
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Ficure 5.—Extended order formations of litter bearers. 
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and flat terrain. The platoon sergeant marches well in ad- 
vance of the center of the platoon so that he may be the 
first to arrive in new territory, make his decisions, and trans- 
mit his orders to his section leaders. 

(3) Line of section columns.—This formation is sometimes 
useful in crossing dangerous areas or in approaching woods 
in order to provide quick concealment and at the same time 
present an inconspicuous target. A distance of 50 yards he- 
tween litter squads in the column is usually adequate. 

e. Advance to and clearing of aid stations—(1) Prior to 
advance.—Litter bearers are usually not dispatched until the 
locations of the aid stations are definitely known. While 
awaiting the return of the contact agents, the situation so far 
as known is carefully explained to the platoon sergeants and 
section leaders. As the exact locations of aid stations are 
learned, they are plotted on maps or sketches. Apparent loss 
of time, occasioned by holding the bearer platoons at the col- 
lecting station until positive information of aid station posi- 
tions is obtained, is fully repaid in diminished loss of person- 
nel, fewer chances of going astray, and in a better organiza- 
tion of the bearer service. Although the platoon or section 
may be accompanied by the contact agent, the platoon ser- 
geant or section leader must understand where he is going 
and how he is going to get there before being permitted to 
start. 

(2) Advance.—Over favorable terrain, it is usually feasible 
to leave the collecting station personnel in column of litter 
squads closed up. This formation is retained as long as it is 
safe, but as dangerous areas are approached the distance be- 
tween litter squads is increased as may be necessary in order 
to avoid unnecessary losses. Actively shelled areas are avoided 
whenever practicable. Advantage is taken of terrain features 
to secure cover from fire, and particularly concealment from 
hostile observation. If the litter carry is 1,000 yards or more, 
a litter relay post is established at a selected point, and the 
necessary number of squads left to man it. (See h below.) 

(3) Evacuation.—When the aid station is reached, evacua- 
tion begins at once, all litter cases being carried back to a 
litter relay post, the collecting station, or an advanced ambu- 
lance loading post. With occasional rests, the litter bearers 
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ply continuously back and forth between these points and 
the aid stations until all wounded have been evacuated, or 
until the bearers have been relieved. It is essential that aid 
stations be cleared as rapidly as possible, not only that the 
wounded may reach a place of definitive treatment with the 
least practicable delay but, from a broader point of view, it is 
essential that the wounded be removed from the sight of the 
combatant troops. (See par. 2a(2).) It occasionally hap- 
pens that the wounded lying to the rear of the aid stations 
must be temporarily neglected in order that the steady flow 
of wounded from the aid stations be not interrupted. 

f. Clearing field of wounded.—(1) When, in addition to re- 
moving the wounded from aid stations, the bearer platoons 
must also search and clear certain areas, their task is greatly 
increased and collection is thereby retarded. If casualties 
be numerous, reinforcement may be necessary. Such a situa- 
tion may arise when combat troops have advanced some dis- 
tance, necessitating corresponding advance and successive re- 
establishment of aid stations. It may occur in hard fighting 
without advance of the aid stations, the medical detachments 
being unable to cope with their tasks. Or it may arise in an 
interval between attack and counterattack when the oppor- 
tunity must be seized to remove all wounded. 

(2) When the field is to be cleared by the bearer platoons, 
they are assigned zones of action. Boundaries are designated 
by conspicuous landmarks, such as buildings, roads, streams, 
fences, isolated trees, or woods. The platoon or section forms 
in a deployed line of litter squads, using such intervals as 
may be indicated by the nature of the terrain and system- 
atically searching all the ground as it advances. ‘The effec- 
tiveness of the search is increased in each squad by having 
the numbers 1 and 4 move 10 to 25 yards on each side of the 
litter. Upon finding a wounded man, he is removed to the 
central axis and the search is resumed where he was found. 
The central axis should be a well marked, easily distinguish- 
able feature, such as a road or fence. This central axis is 
finally cleared to the collecting station by ambulance if prac- 
ticable; otherwise by litter or wheeled litter carrier. It is 
sometimes desirable to evacuate wounded as found to a litter 
relay post. 
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g. Clearing field of wounded at night.—(1) This is frequently 
necessary, and in dark nights on strange terrain is attended 
ky great difficulties, the most serious of which are— 

(a) Loss of control of litter bearers. 

(b) Inability to find all wounded, especially the most seri- 
ously wounded, or uncertainty whether all wounded have been 
found. 

(c) Difficulty in resuming search where last patient was 
found. 

(d) Difficulty in maintaining proper direction of search. 

(2) Measures which facilitate night collection are as 
follows: 

(a) If possible the clearing of the field should be initiated 
before it has become quite dark. If this cannot be done, a 
reconnaissance of the area to be searched by the officers and 
noncommissioned officers who are to direct the work of the 
bearers is advisable even though hasty. Prominent and easily 
recognized and followed landmarks are to be noted in this 
reconnaissance. 

(b) Disciplined bearer units thoroughly. trained in night 
exercises, and the use of the luminous compass. 

(ec) Detailed organization of the bearer service, and a care- 
fully worked out plan for the assigned task. 

(d) Avoidance of dispersion of bearers until area to be 
cleared has been reached. 

(e) Assignment of limited zones of action to subunits 
marked by easily recognized boundaries, such as roads, build- 
ings, fences, streams, railroads, edges of woods. 

(f) Material reduction of intervals depending on the char- 
acter of the terrain and the degree of darkness. 

(g) Reduction of distances with reference to litter relay 
posts, central axes to which patients are carried, and advanced 
ambulance loading posts. 

(hk) Close contact and control by section sergeants including 
periodical reporting of bearers at local command posts. 

(i) A white band (wide bandage) around each bearer. 

(7) One member of each squad to remain at the point 
where the last patient was found to mark the place. 

(k) Assignment of guides to bearer platoons brought up 
from the rear after dark. 


94 


MEDICAL SERVICE OF THE DIVISION 67 


(3) The evacuation of aid stations at night is less difficult 
after the stations have been located. The best evacuation 
routes to the collecting station are selected. Frequently, de- 
sirable routes can be taken at night, the use of which in the 
daytime is impossible. Distances between litter relay posts 
may be somewhat reduced. 

(4) If the military situation permits of lights being used, 
the problem of night evacuation of wounded is simplified. 

h. Litter relay posts—(1) Litter relay posts are established 
as required, usually about every 600 yards. Over good terrain 
the distance between relay posts can be increased several 
hundred yards. The relay posts are on the litter bearer routes 
which extend from the aid station back to the collecting sta- 
tion or any other point at which wheeled litter carriers, light 
railway, or ambulances can take over the patient. It is un- 
economical and unnecessary to locate wheeled litter-carrier 
relay posts as close together as are litter relay posts. In fa- 
vorable situations, it may be practicable to cover the entire 
distance between an aid station and the collecting station with 
wheeled litter carriers. In other instances their use will be 
more restricted, forming only a link in one or more evacuation 
routes. 

(2) Points selected.—So far as practicable, litter relay posts 
are so spaced that all bearers in the chain of evacuation are 
kept approximately equally occupied. The relay posts should 
be definitely organized, affording shelter during inclement 
weather, some’security from hostile fire, a small reserve of 
blankets, litters and splints, and a place for storing food. 
Frequently shell holes, dugouts, or trenches can be used. 

(3) Personnel.—The strength of a relay post will vary. 
Occasionally as many as 24 bearers are assigned. 

(4) Operation—The operation is simple. Posts are num- 
bered from front torear. <A bearer squad with patient arrives — 
from an aid station at post No. 1; turns its patient over to a 
bearer squad at post No. 1 without removing him from the 
litter; takes a litter from the stack and returns at once to the 
aid station. In the meantime, a bearer squad from post No. 
1 carries the patient to relay post No. 2 or to the collecting 
station as the case may be. The organization of the relay 
post system varies according to the situation. One line of 
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relay posts may he established to each aid station being 
evacuated, all converging at the collecting station; or, as is 
more frequently the case, especially if the front be not wide, 
the chain may run forward to No. 1 post which is centrally 
located in the rear of and close to the aid stations, and all 
wounded are evacuated from the aid stations to No. 1 relay 
post, and thence back through the relay route. Each situa- 
tion must be studied with a view to the simplest, most rapid: 
and economical removal of litter patients from the aid stations 
to the collecting station. 

i. Officer commanding litter-bearer platOons—An officer 
under the company commander is responsible for organizing 
and operating the litter bearer service during combat. When 
necessary, he leads the bearer platoons forward and makes 
the initial dispositions. He establishes his command post 
normally at the collecting station or at a litter relay post 
from which he can best control and coordinate collection in 
the company zone of action. Hé goes, however, wherever his 
services may be required. He informs the platoon sergeants 
of his position and keeps in communication with them. He 
keeps the company commander constantly informed of the 
situation and makes timely requests for reinforcements or 
relief of his bearer platoons. 

j. Platoon sergeant——The platoon sergeant receives his or- 
ders during combat from the officer commanding the litter 
bearers. He goes forward with his sections and personally 
sees that they reach the aid station or stations, or other ob- 
jeetive, and gets evacuation under way at once. He or- 
ganizes litter relay posts as directed and supervises the work 
of his platoon. He takes post at a point from which he can 
best control the functioning of his platoon. This may be at 
a relay post or a point where the evacuation routes of his two 
sections converge. He maintains close contact with the sec- 
tion leaders at all times and keeps his commanding officer 
constantly informed of the situation in his platoon and zone 
of action. 

%. Collection of artillery casualties—Collecting units rarely 
establish contact with the aid stations of artillery units for 
the following reaSons: casualties among artillery personnel 
are normally less than in infantry units, and the attached 
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medical personnel of artillery units are able to prepare their 
casualties for evacuation to the clearing station; ambulances 
ordinarily can reach artillery aid stations with safety; and 
the medical detachments of almost every artillery unit are 
equipped organically with ambulances. Consequently, artil- 
lery casualties normally are evacuated directly from aid sta- 
tions, either upon request to the division ambulance unit 
operating in the area or by the organic ambulances of their 
own medical detachments. (See par. 45d.) 


@ 68. CLosinc CoLLECTING STATIONS.—The procedure of clos- 
ing the collecting station is practically the reverse of its 
establishment, except that in closing the station the bearer 
platoons do not participate. 

a. All patients are evacuated. 

b. The personnel of each department packs its own equip- 
ment. 

c. The truck drivers bring their trucks to the designated 
loading positions. 

d. The collecting station personnel strike and fold the 
tents. 

e. The collecting station personnel load the station’s equip- 
ment trucks. 

f. Directed by the mess sergeant, the cooks and their helpers 
load the kitchen supplies. 

g. The loaded trucks take their march position. 

h. The unit forms in skirmish line and polices the area it 
has occupied. Upon the completion of this duty the unit falls 
in (with bearer platoons if they are to move with the com- 
pany) and, if shelter tents were pitched, strikes them, slings 
equipment, and forms for route march, 

i, Latrines are closed and marked by the truck drivers. 

j. The commanding officer makes a personal inspection of 
the area. 


HM 69. FoRWARD DISPLACEMENT OF COLLECTING STATION.—d. 
When warranted by the tactical situation, the forward dis- 
placement of a collecting unit at station by bringing the sta- 
tion closer to the majority of wounded and shortening litter 
carriage is an effective means of facilitating casualty collec- 
tion. The collecting unit must keep close, effective contact 
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with the front line troops in its zone of action or sector, the 
station being located close enough to the line of aid stations 
to make litter carriage as short as possible but not so exposed 
that the work of the station cannot be carried on. It must be 
recognized that litter bearers may properly be exposed to 
enemy fire to a greater extent than is practicable for the sta- 
tion itself. When in the opinion of the unit commander the 
station should be advanced, he makes the recommendation 
to the proper authority. The station is advanced only on 
orders of competent authority. 

b. Forward displacement is indicated— 

(1) During a successful attack, when the litter carry has 
become unduly long. 

(2) When the enemy has abandoned the field, and the num- 
ber of casualties and their distribution warrant a reestablish- 
ment of the collecting station. 

c. Forward displacement is not indicated— 

(1) When the advance is only a temporary fluctuation in 
the course of the battle. 

(2) When the station in a more advanced position would 
be rendered useless by the enemy fire. 

d. Important obstacles in effecting forward displacements 
are— 

(1) Enemy artillery fire. 

(2) Destroyed or impassable roads. 

(3) Congested roads or roads reserved for the advance or 
relief of combatant troops. 

(4) Darkness. 

e. Procedure—(i) The collecting unit commander, accom- 
panied if possible by the ambulance unit commander con- 
cerned, makes a reconnaissance of the route or routes forward 
and of the vicinity in which the collecting station is to be 
reopened. 

(2) The officer directing the litter bearer service is informed 
of the new location for the station and the hour at which the 
movement of patients thereto is to start. He regroups his 
bearer service to meet the new situation. 

(3) Medical supplies are replenished as necessary. 

(4) Aid stations are notified by field messages of the loca- 
tion of the new station and when it will open. 
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(5) The station is cleared of any accumulation of wounded. 

(6) Equipment and supplies are packed and loaded. 

(7) The advance to the new site is made at the hour and 
by the route prescribed in the order from the battalion. 

(8) The proper authority is informed as soon as the new 
station is opened. 
- (9) Ordinarily one truck and the equipment and personnel 
of the walking wounded department should remain at the 
old site until everyone concerned has been notified of the 
movement forward and the establishment of the new station. 


@ 70. DivipInc COLLECTING UNIT FoR TACTICAL EMPLOYMENT.— 
a. The collecting station equipment is so made up and carried 
that the company can be divided into two approximately equal 
parts, each one of which is able to function on a limited scale 
as a collecting unit in combat. 

b. Occasions which may make such a division of the com- 
pany desirable or necessary are— ; 

(1) When a force on a detached mission does not require a 
complete collecting company, or for which a complete com- 
pany cannot be spared. 

(2) When a force is fighting on an extended front against 
a weak enemy, in a delaying action, or is holding defensively 
a wide front. 

(3) When one or more terrain features divides the zone of 
action into two areas more or less inaccessible to each other. 

(4) When only part of a collecting company is required for 
an advance, flank, or rear guard. 

ec. The company is so divided that each half contains its 
proportionate share of officers, equipment, and the functioning 
subunits of the company. 


@ 71. RELIEF OF COLLECTING UNIT AT STATION.—d. When a 
collecting unit at station is to be relieved, orders are issued 
designating the organization for the relief, the date and hour 
the relief is to be completed, route by which the relieving unit 
will approach the station, and the elements of the old unit 
to remain in the area for the guidance of the new. Guides 
are detailed to meet the new unit. This is especially necessary 
in night reliefs, 
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b. Upon receipt of the order, the commander of the re- 
lieving unit or an officer designated by him proceeds to the 
unit he is to relieve for arrangement of details and a thorough 
reconnaissance of the entire area covered by the unit he is 
relieving. He takes over all maps of the sector and all prop- 
erty which is to be exchanged. He familiarizes himself with 
all sector orders. He must note especially the following im- 
portant points: 

(1) Location of all aid stations and the routes thereto. 

(2) Location of each relay post and advanced ambulance 
loading posts (if any). 

(3) Wheeled litter-carrier routes. 

(4) Location of the ambulance station. 

(5) Source of water supply and purity of the water. 

(6) Source of fuel. 

(7) Characteristics of enemy fire and his habits relative 
to the use of gas. 

(8) Areas which come under enemy observation. 

ec. The relief of the litter bearers conforms to the methods 
governing such operations. No relief should be carried out 
without leaving important elements of each secticn being 
relieved in position to aid the incoming litter bearers during 
the first few hours. The men so left are used in giving infor- 
mation. of the area and in guiding groups from place to place 
until the new personnel are thoroughly familiar with the 
terrain and the peculiarities of the enemy artillery on this 
portion of the front. 
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@ 72. FUNCTIONS.—d. General.—The ambulances of the di- 
vision medical unit furnish the transportation, described 
below, within the division area. They are not employed 
normally to evacuate casualties from the division; this is a 
function of ambulance units of higher echelons. Nor must 
the ambulances of the division medical unit be confused with 
those assigned to the medical detachments of certain other 
elements of the division, notably artillery. 

b. In other than combat situations.—The transportation 
of evacuées from dispensaries to the agency designated to re- 
ceive the patients of the division. 

c. In combat.—(1) Primary.—(a) The transportation of 
evacuées from collecting stations (and occasionally certain 
aid stations, see par. 67k) to the clearing station. 

(b) The transportation of litter wounded from advanced 
ambulance loading posts to collecting stations. 

(c) Emergency care and treatment of sick and injured 
en route. 

(2) Secondary.—(a) The transmission of messages from 
one medical unit to another along the assigned routes of 
evacuation. 

(b) The transportation of medical supplies from the divi- 
sion medical dump to units farther forward. 

(c) The transportation of medical personnel, particularly 
of collecting units, to and from battle stations. 


@ 73. ConTROL.—da. General.—In one type of division medical 
unit, ambulances are controlled by ambulance unit command- 
ers. In the other type, they are controlled by collecting unit 
commanders. In either case each major ambulance element 
is commanded by an officer of the Medical Corps, and the gen- 
eral principles of control and operation are the same. 

b. Orders to ambulance elements may specify the exact 
route or routes to be used, or they may list certain available 
routes and leave the final selection to the discretion of the 
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ambulance commander. In either event the ambulance com- 
mander must be informed of all traffic restrictions that may 
affect his operations. 

c. Reconnaissance. —Whenever practicable, ambulance com- 
manders should reconnoiter all routes available or likely to 
become available within their zones of operation. Such re- 
connaissance is not alone for the purpose of selecting or 
familiarizing themselves with initial routes, but also for secur- 
ing information of alternate routes in the event that changes 
in the situation may indicate or require the abandonment of 
the initial route. 

d. The ambulance plan should include— 

(1) The initial ambulance route and possible alternate 
routes. 

(2) Locations of the ambulance station, of relay posts, of 
traffic posts, and of advanced ambulance loading posts. 

(3) Distribution of ambulances among tasks and among 
the several posts. 

(4) Provisions for supply and maintenance of vehicles. 

(5) Provisions for relief and messing of personnel. 


74. AMBULANCE RoutEs.—The following considerations gov- 
ern the selection of ambulance routes: 

a. Availability. 

b. Physical characteristics, such as the surface, width, and 
grades of roads, and the practicability of cross-country routes. 

c. Other traffic on same routes or portions thereof. 

d. Relative length, compared with other possible routes. 

-e. Proximity to terrain features or installations that may 

draw enemy fire, or including intersections likely to be inter- 
dicted. 

f. General protection from enemy observation and fire. 

g. Cover for concealment of movement or for ambulances 
at rest. 


@ 75. AMBULANCE STATION.—da. Definition—The ambulance 
station is the combat installation of an ambulance unit for 
the control of its service. It invariably includes the unit 
CP, and usually includes the basic relay post and the house- 
keeping and motor maintenance facilities of the unit. 
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b. Location.—The ambulance station must be on or im- 
mediately adjacent to the route used by the unit in question. 
It should be beyond the range of hostile small-arms fire, and 
be protected from light artillery fire. Concealment is desir- 
able, with cover and hard standings for transport. To facili- 
tate control, a location between 1 and 2 miles in rear of the 
collecting station is optimum. 

c. Establishment.—The two initial requirements of an am- 
bulance unit beginning or changing the locale of its opera- 
tions are the establishment of the ambulance station and of 
the ambulance shuttle. These are done simultaneously, super- 
vised by the unit commander and his second-in-command. 
Locations are designated for the CP, message center, kitchen, 
latrines, motor park(s), and bivouac. 

d. Message center.—The message center is established at 
the side of the route used by ambulances so that messages 
may be examined without causing ambulances to leave the 
route. It is operated by the message center clerk, and its 
functions are— 

(1) To receive, dispatch, and record all messages to and 
from the unit. 

(2) To act as a clearing house for all messages and sup- 
plies carried by the ambulances of the unit for other units. 
The destination of such messages and supplies is checked at 
the message center. If the ambulance upon which they ar- 
rive is not proceeding directly to the indicated destination, 
messages or supplies are transferred to the proper ambulance. 
This is the rule in the case of messages and supplies en route 
from rear to front, since ambulances returning from the 
clearing station normally stop at the basic relay station. 

(3) To stop and examine each ambulance en route to and 
from the clearing station, entering the following data in the 
unit “log” in each case: 

(a) Serial number of the ambulance. 

(b) Name of the driver. 

(c) Hour of arrival or departure of the ambulance. 

(d) If the ambulance be carrying patients, the number 
each of litter and sitting patients. 

This log serves two purposes: it is a current record of the 
distribution of the ambulances of the unit; and it is a check 
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on the numbers of casualties evacuated to the clearing sta- 
tion. (See FM 8-45.) 

e. Messing.—When practicable, all personnel are messed 
from the ambulance station. The company may be divided 
into reliefs for messing, or lunches may he distributed. Per- 
sonnel to the front of the collecting station or at the clearing 
station are fed from those stations. 

f. Closing station.—The ambulances are withdrawn from 
the shuttle and formed in column. The station is dismantled; 
cargo vehicles are loaded and take their places in the column. 
The personnel are assembled, tents struck, packs rolled, la- 
trines filled and marked, and the site policed and inspected. 


@ 76. AMBULANCE SHUTTLES.—a. Definitions —(1) The ambu- 
lance shuttle is a method of operating ambulance service 
in combat. It consists of one or more ambulance loading 
posts, one or more ambulance relay posts, and such ambu- 
lance traffic posts as may be required. Its purposes are to 
keep an empty ambulance at each loading post at all times, 
to prevent congestion of ambulances at any one place, and 
to facilitate the control of ambulance traffic. The dispersion 
of ambulances in a shuttle reduces losses from any single mis- 
sile, and prevents traffic tie-ups in places where maneuver 
room is restricted. 

(2) An ambulance loading post is a point in the shuttle, 
normally the point farthest forward, where one or more am- 
bulances are stationed ready to receive patients for trans- 
portation. Ambulance loading posts are established by 
ambulance units, but the loading of patients is normally done 
by collecting personnel. 

(3) An ambulance relay post is a point in the shuttle where 
one or more empty ambulances are stationed, ready to advance 
to replace an ambulance which has left the next post toward 
the front, whether it be another relay post or a loading post. 
Relay posts are numbered from front to rear. The basic 
relay post is that one farthest to the rear where the bulk of 
the unemployed ambulances, or such as remain after all other 
relay posts have been provided for, are stationed. It is 
located normally at the ambulance station. 
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(4) An ambulance traffic post is a point at a crossroad or 
road junction where an ambulance route divides into two or 
more routes to different loading posts. It is operated by a 
noncommissioned officer or private of the ambulance unit. 
This soldier, knowing which route each loaded ambulance has 
followed, directs its forward moving replacement to that 
route. This maintains the proper number of ambulances in 
each division of the shuttle. 

(5) An advanced ambulance shuttle is one operated be- 
tween a collecting station and one or more loading posts 
farther forward. Its purpose is to relieve litter squads of 
the collecting unit of all or part of their task. The collecting 
unit commander requests its establishment; but the decision 
to establish it rests with the ambulance unit commander or, 
in case of appeal by the collecting unit commander, with the 
authority controlling both elements. 

b. Establishing ambulance shuttle-—(1) General.—The es- 
tablishment of an ambulance shuttle may begin at either end. 
When the ambulance unit transports the collecting unit via 
the ambulance route to the site of the collecting station, the 
responsible officer makes a reconnaissance on the journey for- 
ward, selects the locations of relay posts, and drops from the 
convoy on its return journey the proper number of empty 
ambulances at each post selected. If the convoy does not 
travel the entire ambulance route prior to the establishment 
of the ambulance station, the responsible officer reconnoiters 
the remainder, returns, and leads forward the proper number 
of ambulances to establish each relay and loading post 
Selected. 

(2) Location of relay post—The following features are de- 
sirable in the location of a relay post: 

(a) Hard standing which does not interfere with the pas- 
Sage of ambulances or other traffic en route. 

(b) Concealment of ambulances at the post from ground 
and aerial observation. 

(ec) Unobstructed view of the ambulance route, and recog- 
nizable to ambulances en route. 

(d) Protection from direct fire. 

(e) Ample distance from terrain features or other instal- 
lations that may invite hostile fire or air action. 
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(3) Distances between relay posts—The number of relay 
posts and the distances between them will vary with the 
situation. The primary purpose of the shuttle being to keep 
an empty ambulance at each loading post at all times, the 
first relay post should be near enough the loading post to 
permit a loaded ambulance to be replaced without delay. 
Distances between succeeding relay posts will depend upon 
suitable locations, the total length of the shuttle, the rate at 
which ambulances are loaded, and the number of ambulances 
that it is desirable to keep forward of the basic relay post. 
In general, relay posts should rarely be located nearer each 
other than 500 yards, nor farther apart than 1,500 yards. 

(4) Number of ambulances at each relay post—The max- 
imum number of ambulances allocated to a relay post depends 
upon the situation. There are disadvantages in allocating a 
single ambulance to a relay post. The post either must be 
plainly marked or a soldier-in-charge must be stationed 
there, else drivers may pass it inadvertently; it permits of no 
transfer of messages or supplies to ambulances that will 
arrive at the loading post sooner; and one missile may destroy 
the entire post. These disadvantages are largely obviated by 
allocating two ambulances to each relay post. More than 
two is rarely indicated, except at the basic relay post. When- 
ever more than one ambulance is stationed at a relay post, 
including the basic relay post, they must be dispersed suffi- 
ciently to prevent more than one ambulance being put out of 
action by a single missile. 

(5) Operation of shuttle—(a) General—An ambulance is 
loaded at a loading post and starts to the rear. As it passes 
the first relay post the forward ambulance in that post moves 
at once to the loading post; the second ambulance in the first 
relay post moves to replace the first in the forward position in 
the post, and this shift continues until all ambulances in the 
post have moved forward one position. As the loaded am- 
bulance on its way to the rear passes the second relay post, 
the forward ambulance in that post moves forward and occu- 
pies the rear position in the first relay post, and the other 
ambulances in the second relay post shift their positions one 
place forward as described above. This same operation is 
repeated as the loaded ambulance passes each relay post, in- 
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cluding the basic relay post, on its journey to the rear, When 
the loaded ambulance has discharged its patients, usually at 
the clearing station, it returns to the basic relay post and 
takes station. 

(b) Control.—A noncommissioned officer or other qualified 
soldier should be placed in direct charge of the baSic relay 
post, since the number of ambulances stationed there and 
the necessity for dispersion may make control of this post 
difficult. If personnel can be spared, there are advantages 
in placing a soldier in charge of each relay post; the transfer 
of messages and supplies is thereby facilitated, and control 
is improved generally. However, if more than one ambulance 
is allocated to each relay post, an additional soldier in charge 
is not absolutely essential. Well trained drivers are able to 
operate without other supervision. 

(ec) Forwarding messages and supplies——For the delivery 
of messages on the way to the rear see paragraph 75d. Mes- 
sages and supplies on the way to the front are expedited by 
the following procedure: The message center removes such 
messages and supplies from ambulances reporting to the basic 
relay post and places them on the first ambulance proceeding 
toward the front. As the latter ambulance reaches the next 
relay post, such messages and supplies are transferred to the 
ambulance occupying the forward position in the post, and 
are similarly transferred to the leading ambulance in each 
relay post. The soldier in charge of an ambulance traffic post 
examines all messages and determines the destination of all 
supplies passing his post en route to the front. If necessary, 
he retains them in his possession until an ambulance passes 
his post destined for the proper loading post. Ambulances 
are not diverted from their proper routes to make such de- 
liveries. Urgent messages and supplies urgently needed are 
not forwarded through the shuttle. 


@ 77. OpERATIONS.—a. General responsibilities of unit com- 
- mander.—An ambulance unit commander is responsible for 
all phases of the activities of his unit. The more important 
of these responsibilities are— 

(1) Establishment, supervision, control, and termination 
of the ambulance service furnished by his unit. 
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(2) Provision of shelter, facilities for messing, and op- 
portunities for resting to the personnel of his unit. 

(3) Maintenance of the transport of his unit, including its 
protection from enemy action. 

(4) Supervision of the operations of his unit as an agency 
of communications and of delivery of supplies. 

(5) Emergency treatment of patients committed to the 
care of his unit. 

(6) Transmission of timely information to his immediate 
superior concerning the situation within his unit. 

b. Absences of the unit commander.—Proper performance 
of his many duties will require the unit commander to be 
absent from his CP much of the time. Before so absenting 
himself, he must notify the message center of his probable 
whereabouts. 

c. Allotment of tasks—Whenever the mission of the unit 
comprises two or more component tasks, or whenever only a 
portion of the means of the unit are required for the unit task, 
tasks should be allotted to prescribed subordinate elements of 
the unit, such as platoons or sections, rather than to detach- 
ments improvised from ambulances of two or more elements. 

d. Plans and orders.—The dependency of ambulances upon 
routes and the possibility of denial at any time of their use by 
the enemy require an ambulance unit commander to have, at 
all times, at least one alternate plan that can be placed in 
operation without delay. He must have a working knowledge 
of all available routes in his zone of action, and plans for 
their adaptation to his requirements, subject to any restric- 
tions imposed by higher commanders. His plans must include 
provision for the movement, in either direction, of the termini 
of his ambulance routes. The orders of an ambulance unit 
commander usually are issued orally, or in the form of written 
messages, to his subordinates. 

e. Liaison.—Since the ambulance unit normally is the con- 
necting link between the functions of collecting and clearing, 
close liaison with the two units charged with those functions 
is necessary. 

(1) With collecting unit—A junior officer or a noncommis- 
sioned officer of the ambulance unit is stationed at the col- 
lecting station. His principal duties are— 
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(a) To supervise the operation of the forward end of the 
ambulance shuttle. It must be remembered, however, that 
the loading of ambulances including the determination of 
numbers to be carried in each load is a responsibility of the 
collecting unit. (See par. 65g.) 

(b) To keep the ambulance unit commander informed of 
the situation at the collecting station. 

(c) To supervise the property exchange. (See par. 5b.) 

(d) To transmit to the proper agency in the collecting unit 
messages and supplies brought forward by ambulances. — 

(2) With clearing unit—A noncommissioned officer of the 
ambulance unit is stationed at the clearing station. His 
principal duties are— 

(a) To exercise general supervision of ambulances during 
their stay at the clearing station. The unloading of ambu- 
lances at this point is a responsibility of the clearing unit. 

(b) To supervise the property exchange. (See par. 5b). 

(c) To deliver to returning ambulances such messages and 
- Supplies as they are to carry to the front. 

(d) To inform the ambulance unit commander of any 
changes in the clearing plan. 

f. Emergency treatment of patients en route——All drivers 
and assistant drivers are trained in first aid and carry the in- 
dividual equipment of the medical soldier. It is their duty 
to render such first aid to patients en route as may be required. 
In addition, when a loaded ambulance is checked at the mes- 
sage center, a medical officer, when practicable, or a noncom- 
missioned officer should inspect the patients to ascertain any 
need for emergency treatment. Such technical measures are 
necessarily of limited scope; but an ambulance unit is respon- 
sible for rendering such emergency treatment as is possible 
with the means at hand. 

g. Protection of ambulances and patients——Ambulances are 
no more sacred than other military means; nor are the lives 
of patients more precious than those of effectives. When 
necessary to the accomplishment of the mission, bcth must be 
exposed to danger. However, all practicable measures must 
be employed at all times to minimize the danger of destruction 
of ambulances and the further injury of patients. The more 
important of these measures are— 
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(1) Concealment (pars. 74 and 76b(2)).—Movements may 
be made at night without lights when daytime movement is 
impossible. 

(2) Defilade——Full use should be made at rest and in 
movement of any protection offered by the terrain. 

(3) Dispersion.—In convoy and at rest, when exposed to the 
danger of hostile fire or air action, the distances between 
ambulances should be increased to the point where serious 
damage is possible to no more than one vehicle from any one 
missile. 

(4) Mobility—Speed, up to the practical limit of safety, 
should be employed in crossing exposed stretches. Beyond a 
reasonable limit, it may prove more dangerous than the 
enemy. 

h. Transportation of collecting unit personnel_—When the 
personnel of a collecting unit are transported by an ambu- 
lance unit, the movement is under the control of the ambu- 
lance unit commander unless his unit is a part of the collecting 
unit. If such details of the movement are not prescribed by 
higher authority, he determines the route, speed, arrangement 
of the convoy, and the point at which the movement must be 
stopped in the interest of the safety of his vehicles. The 
trucks of the collecting unit follow at the rear of the vehicles 
of the ambulance unit. 

i. Directing signs —Whenever practicable, directing signs 
suitably marked with the unit designation should be posted 
at all points along an ambulance route where drivers may 
become confused. Other suitable signs marking the ambu- 
lance station, message center, motor park, and relay, traffic, 
and loading posts may be used. 

j. Road and bridge repair —While maintenance of ambu- 
lance routes is not a primary responsibility of an ambulance 
unit, in emergencies ambulance personnel must make tem- 
porary repairs to roads and bridges to prevent interruption 
of the service. Ambulance units are equipped with simple 
tools for this purpose. 


@ 78. MAINTENANCE OF TRANSPORT.—The ambulance unit be- 
ing primarily a transportation agency, the maintenance of 
transport is.a principal concern of the unit commander. For 
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further details concerning the maintenance of animal trans- 
port, see FM 25-5; and concerning the maintenance of motor 
transport, see FM 25-10. Of the several echelons of motor 
transport maintenance, the unit commander is concerned 
with the first two. These are— 

a. First echelon maintenance.—First echelon maintenance 
is the “vehicle operator’s maintenance,” and embraces clean- 
ing, lubricating, servicing, and minor repairs. It is that daily 
attention necessary to keep a vehicle in proper mechanical 
condition and acceptable in appearance. Minor repairs in- 
clude the tightening of loose bolts, nuts, and screws, and such 
emergency roadside repairs as can be made by the driver 
with the tool kit and the spare parts usually carried in the 
vehicle. 

b. Second echelon maintenance.—Responsibility for second 
echelon maintenance functions is divided between the am- 
bulance unit commander and the motor maintenance group 
of the headquarters or headquarters and service company of 
the division medical unit. Insofar as second echelon main- 
tenance is concerned, the ambulance unit commander’s re- 
sponsibility is primarily that of prevention and inspection. 
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CHAPTER 7 
CLEARING 


@ 79. DEFINITIONS.—a. Clearing is the process of disposing 
of the casualties of a division or comparable unit. It con- 
sists of sorting all casualties of the unit, returning to duty 
such as are immediately fit for full duty, and transferring all 
others, except the dead, to a medical unit of a higher echelon. 
It is not to be confused with hospitalization. 

b. A clearing station is an installation established by a 
clearing unit for the purpose of discharging the function 
of clearing. 


@ 80. CLEARING UNiTs.—a. Functions. — (1) General.—A 
clearing unit is necessary to supplement the service rendered 
by other echelons of the medical service of the division. Col- 
lecting stations must not be located too near the front to per- 
mit their being equipped for the thorough treatment of shock 
or for the preparation of patients for extended evacuation. 
Nor can there be operated at collecting stations the clerical 
force necessary in the preparation of reports and returns re- 
quired by the commander, and of the individual records of 
patients. 

(2) Combat functions—A clearing unit is primarily a 
combat organization. Its principal function is to establish 
and operate in combat one or more clearing stations at which 
casualties are received, sorted, given temporary care and 
emergency treatment and, when indicated, prepared for fur- 
ther evacuation and transferred at the clearing station to 
a medical unit of a higher echelon, usually an ee unit 
of the army medical service. 

(3) In other than combat situations.—If a clearing unit be 
organized and equipped for the purpose, it may undertake 
limited care and treatment of such sick and injured as will 
be fit for full duty within a short time. (See par. 8.) The dis- 
charge of this function, however, requires suitable organiza- 
tion and equipment. 

b. Functional organization (1) General.—The organiza- 
tion of clearing units varies with the type of division medical 
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unit of which they are parts. (See par. 49.) However, all 
clearing units are organized functionally into a unit head- 
quarters, a technical group, and a transportation group. 

(2) Unit headquarters comprises such commissioned and 
enlisted personnel as are required for the command and ad- 
ministration of the unit. The size of this group and the 
scope of its functions depend upon whether the clearing unit 
is an autonomous company or a subordinate platoon of a 
headquarters company. 

(3) The technical group comprises the commissioned and 
enlisted personnel who operate the clearing station. 

(4) The transportation group comprises the personnel re- 
quired for the operation and maintenance of the transport. 
For maintenance of transport see paragraph 78. 

c. Supply (par. 57).—In clearing companies, supply is 
a responsibility of the clearing company commander; in 
clearing platoons, of the headquarters company commander. 


H 81. CLEARING UNIT CoMMANDER.—a. General.—The senior 
officer of the Medical Corps present for duty with a clearing 
unit commands it. The scope both of his authority and his 
responsibilities depends upon whether the unit is a clearing 
company or the clearing platoon of a headquarters company. 

b. Duties and responsibilities —(1) In a clearing company 
the administration, discipline, morale, and training of the 
company. In a clearing platoon these are responsibilities of 
the headquarters company commander; and, insofar as they 
pertain to the clearing platoon, the platoon commander as- 
sists. 

(2) In combat.—(a) Unlike the commanders of other sub- 
‘ordinate elements of the division medical service, the duties 
and responsibilities of the clearing unit commander are re- 
stricted largely to the establishment and operation of the 
clearing station. 

(b) Keeping higher authority informed of the situation at 
the clearing station. 

(c) While the arrangement for evacuation of a clearing 
station is a responsibility of the division commander, the 
clearing unit commander should keep the agency charged 
with the evacuation of his station fully informed of the situ- 
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ation with regard to numbers and classes of transportables 
awaiting evacuation, and of any anticipated changes in the 
situation. Cooperation in this respect will facilitate the move- 
ment of evacuees. 

c. Relations with other units——The only direct contacts of 
a clearing unit are normally with division ambulance units 
to the front and with ambulance units of higher echelons to 
the rear. In each case the responsibility for liaison rests with 
the ambulance units whose dispositions and movements must 
conform to those of the clearing station. 


M@ 82. ESTABLISHING CLEARING STATION.—a. When estab- 
lished.—To prevent immobilization of the division medical 
service, there must be a clearing station ready to receive 
patients as soon as any collecting station is ready to evacuate 
patients. In the usual situation this will be within % to 1 
hour after collection begins. 

b. Selection of sites—(1) Responsibility—The number of 
clearing stations to be established and their general locations 
are elements of the division medical plan. (See par. 26.) 
Unless prescribed in detail in the field order of the division 
medical unit, the selection of the exact site is a responsibility 
of the clearing unit commander. 

(2) Essential features.—(a) A location on or readily acces- 
sible to routes of evacuation both from collecting stations and 
to the supporting medical unit of a higher echelon. 

(b) Space enough for a complete clearing station. A com- 
plete station is one of sufficient capacity, either organic or 
through reinforcement, to clear all casualties that may pass 
through it. In the selection of a site, the possibility of 
expanding the initial station must always be considered. 

(c) Adequate supply of water. If a practicable means of 
transporting water is available, the source of the water need 
not be at the immediate location of the station. 

(3) Desirable features—(a) Beyond the effective range of 
hostile light artillery. 

(b) Protection from medium and heavy artillery, rarely 
completely attainable. 

(c) Cover for concealment. Concealment of a clearing 
station is not alone for the purpose of safety. The location 
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of a clearing station affords the enemy a reliable index to 
other dispositions of the division. 

(d) Suitable buildings to substitute for or supplement 
tentage. 

(e) Centrally located with reference to the lateral bound- 
aries of the units which the station is supporting. 

(f) Local fuel supply. 

(g) Ample hard standings for ambulances and for the unit 
transport. 

(h) A road loop to facilitate ambulance traffic. 

(i) Good drainage and, when tentage must be used, soi. 
suitable for the erection of canvas. 

(4) Undesirable features.—(a) In general, the opposite of 
the features listed as desirable. 

(b) Areas that favor the persistence of chemical agents. 
In general, these are low places and heavily wooded areas. 
This feature must be carefully weighed against the advan- 
tages of concealment and protection from artillery fire. 

(ec) Proximity to terrain features or other installations that 
may invite hostile fire or air action. 

(5) Average location.—The average location of a clearing 
station may be said to be one between 4 and 7 miles in rear 
of the division front line which combines as many desirable 
and as few undesirable features as possible with all essential 
features. 

c. Organization.—(1) General.—The physical arrangement 
of a clearing station will vary with the characteristics of the 
site but the functional organization is rather definitely fixed 
by the requirements of the operation of clearing. The op- 
eration of the station falls naturally into the following 
departments: 

(a) Administration.—This includes the administration of 
the unit and of patients. 

(b) Admission.—To receive, record, sort, and direct pa- 
tients to the proper department of the station for care and 
treatment. 

(ec) Litter wounded.—In general, litter wounded are more 
serious cases than walking wounded, and their care and treat- 
ment require more elaborate equipment and more highly 
trained personnel. It is advantageous to create a separate 
department for them. 
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(d) Shock cases.—The special equipment and specially 
trained personnel required for the treatment of traumatic 
shock make it essential that a department be set aside for 
this purpose. 

(e) Gas cases—If chemical agents are employed by the 
enemy, a department specially equipped and manned for the 
purpose must be set aside for the care of such cases. 

(f) Walking wounded.—See (c) above. . 

(g) Dental department.cSee paragraph 83g. 

(h) Pharmacy and laboratory.—For the preparation of 
medicines and laboratory procedures. 

(i) Evacuation.—After a case has been dismissed by any of 
the technical departments, he is ready for evacuation. Such 
cases must be cared for until they can be evacuated, and 
records of evacuation maintained. 

(2) Use of buildings.—The use in whole or in part of exist- 
ing buildings will modify the physical arrangement of a clear- 
ing station but should not affect its functional organization. 

(3) Exclusive use of tentage—The arrangement of the 
tents will be determined by the terrain and other considera- 
tions, such as the necessity for concealment. If sufficient 
space is available and there are no reasons to the contrary, 
tents may be arranged as shown in figure 6. The basic unit 
consists of eight tents and the kitchen, which provide shelter 
for all departments but little space for patients awaiting evac- 
uation. Reserve tents are erected as needed to provide addi- 
tional space for patients. 

d. Setting up the station.—(1) Unloading equipment.—The 
equipment of a clearing unit is loaded with a view to facilitat- 
ing the establishment of the station. Unit loads are arranged 


Tent No. 1. CP, clearing section, dental department, laboratory, 
and pharmacy. 

Tent. No. 2, Admission and sorting. Tent No. 3. Supply section, 
property exchange. ? 

Tent No. 5. For patients awaiting treatment. Tent No. 6. For 
shock treatment. 

Tent No. 7. Walking wounded department. Tent No. 8. Litter 
wounded department. 

Tent No. 11. Evacuation department. Tent No. 4. Baths (for gas 
cases). Tents Nos. 9,10,12 to 15. Additional tentage to be erected 
as required. 

(Tents indicated by solid lines in diagram, and in italics in legend 
constitute the basic unit.) 
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FicurE 6—\Clearing station under canvas when no necessity for 
concealment exists. 


For Explanatory Note, see facing page 
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by departments rather than by items of equipment. Upon 
arrival at the site of the station, each vehicle is directed to 
the location of the department to which its load pertains. 
Personnel are organized into permanent details for establish- 
ing the several departments of the station. Each detail un- 
loads the equipment of its department, erects such tentage as 
is required, and arranges the equipment of the department 
for use. For further details, see FM 8-5. 

(2) Early priorities —As soon as the station is opened there 
is a demand for sterile water and for boiling water for sterili- 
zation. Hot liquid foods are also needed early. Hence, heat- 
ing means are among the first priorities in the establishment 
of a clearing station. (See also e(1) below.) 

e. Signs and markers.—(i) Geneva Cross—When secrecy 
is not desired, the site may be marked with the Geneva Cross. 
This is done in two places: a conventional Red Cross flag is 
hoisted on a flag pole and a ground marker is laid out to indi- 
cate to enemy fliers the nature of the installation. Because 
the Red Cross does not register on aerial photographs, the 
Geneva Cross is laid out in black and white, either a white 
cross on a black background or vice versa. It may be impro- 
vised with canvas or salvaged sheets. The arms of the cross 
should be not less than 24 feet in length and 8 feet in width. 
It should be placed near the station and where it is clearly 
visible from the air. 

(2) Directing signs.—Signs indicating the location of the 
clearing station should be posted along the ambulance routes, 
particularly at road intersections. The military police on 
duty in the area should be informed of the location. 


@ 83. OPERATING CLEARING STATION.—a. General—The func- 
tions of a clearing station are similar to those of a collecting 
station. The principal difference between the two installa- 
tions is that, because of more elaborate equipment and a more 
favorable location, the clearing station is able to undertake 
certain measures essential to further evacuation of casualties 
that are impracticable or impossible in a collecting station. 
See chapter 5 for further details of operation. 

b. Administration —(1) General—The administration of 
a clearing station includes all the housekeeping functions, 
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supply, and accounting for both the unit and the patients. 
The headquarters office ordinarily includes the unit CP and 
the section devoted to patient’s records; while the supply sec- 
tion, to lessen confusion, is usually located apart from the 
other two administrative sections. The kitchen is located 
conveniently, but where it does not interfere with other 
departments. 

(2) Command post.—If tentage be used, it is usually lo- 
cated in a portion of a tent adjacent to the admission ten. It 
is operated in the same way as any unit headquarters. 

(3) Clearing section.—This section is devoted to the main- 
tenance of records of patients, and its operations are com- 
plately separated from those of the command post, although 
these two sections may be located in the same tent or build- 
ing. From data furnished at intervals by the admitting and 
evacuating departments, it prepares periodical consolidated 
reports to the division surgeon. For the forms of such re- 
ports, see FM 8-45. In the event that any dead are buried 
by clearing unit personnel, this section records the data re- 
quired by higher authority, including the location of the 
graves, with sketches of the plots when practicable. 

(4) Supply section—This section is charged with unit 
supply, property exchange, and salvage of clothing and equip- 
ment of patients. A tent or space in a building is set aside 
for its operations, but it must also provide representatives 
at the admitting and evacuating departments. For the 
method of procuring supplies see paragraph 57. The supply 
section of the clearing unit should maintain a small reserve, 
especially of medical supplies, to prevent shortages while 
awaiting replenishment by the supply officer of the division 
medical unit. Once a clearing station is in operation, the 
daily needs can be anticipated with a fair degree of 
accuracy. 

The supply section also collects and disposes of in accord- 
ance with the instructions of the division commander the 
clothing and equipment removed from patients. 

c, Admission.—(1) General.—All patients are received in 
this department, regardless of the manner in which they 
arrive or the character of the disability. Incoming ambu- 
lances are unloaded at this department by a litter squad. 
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(2) Property exchange.—The supply section maintains a 
supply of litters, splints, and blankets in the admitting depart- 
ment. (See 0(4) above.) When a patient is admitted from 
an ambulance on a litter or with attached splints or blankets, 
an exact exchange is made at once with the ambulance driver. 

(3) Sorting—The admitting officer examines each patient 
and determines his immediate disposition within the clearing 
station. Cases are classified primarily into the sick and the 
injured, and secondarily into litter and walking cases. 
Gassed patients may fall into either class, depending upon the 
lesions. 

(4) Records.—A qualified clerk keeps a record of all patients 
admitted and furnishes it at intervals to the clearing section 
of the administrative department. The necessary informa- 
tion is obtained from the emergency medical tag on the 
patient, or by questioning him. In the event that a patient 
arrives without an EMT, one is made out and attached to 
him. For the form of the records kept in the admitting 
department, see FM 8—45. 

(5) Equipment and valuables—The equipment brought 
with the patient is turned over to the representative of the 
supply section. Valuables are not ordinarily taken from 
patients at a clearing station, but every effort must be made 
to safeguard them. The looting of wounded is a capital 
offense in time of war. 

(6) Space for patients awaiting treatment must be pro- 
vided in the admitting department. Cases requiring imme- 
diate attention are taken at once to the proper department. 

d. Litter and walking wounded departments—Patients are 
taken from the admitting or shock treatment departments to 
one or the other of these treatment departments, given 
the necessary medical or surgical care, and sent as the indi- 
vidual need demands either to the shock treatment or evacua-= 
tion departments. Treatment is directed toward preparing 
the patient for immediate return to duty or for further evacu- 
ation; and is restricted to the changing or adjustment of 
dressings, arrest of hemorrhage, and administration of 
prophylactic sera and narcotics. If the condition of the 
patient does not permit immediate evacuation, the evacuation 
department is so notified in the event that he is transferred 
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to that department. A concise record of the treatment given 
is recorded on the EMT. 

e. Shock treatment.—This department is under the super- 
vision of the officer in charge of litter wounded, with a 
specially trained noncommissioned officer in direct charge. 
Although the facilities for treatment in a clearing station are 
limited, the treatment of shock can be made effective with 
well-trained personnel, and is of the greatest importance. 
Transfusions of preserved blood or blood-replacing solutions 
are practicable. All treatment given is recorded on the EMT. 
Patients are usually transferred to this department direct 
from the admitting department, but may be transferred from 
any of the other technical departments. 

f. Treatment of gassed cases.—These cases must be isolated 
from others, and, if more than one type of gas is used, it may 
be necessary to isolate the different types of cases from each 
other. Bathing facilities must be provided for the treatment 
of mustard gas injuries. The personnel must be specially 
trained. Cases requiring venesection may be sent to the lit- 
ter-wounded department for this operation. Usually, if 
mustard cases occur, they will occur in great numbers, and the 
clearing station must be reenforced to deal with them. 

g. Dental department.—A small dental department is es- 
tablished to give emergency treatment to afflictions involving 
the teeth which may be just as incapacitating as a more ser- 
ious condition. Many of these cases can be returned to full 
duty at once. In addition, the services of the dental surgeon 
are available to any of the other departments in the treat- 
ment of surgical conditions of the jaws. 

h. The pharmacy and laboratory are in charge of a specially 
trained technician. Ordinary clinical laboratory examina- 
tions are practicable, including blood typing. 

i. Evacuation—(1) General.—All patients including those 
who die in the station are disposed of through the evacuation 
department. As soon as other technical departments have 
completed treatment of a patient, he is transferred to the 
evacuation department where he is cared for until disposition 
is made of him. 

(2) Sorting.—The sorting in this department is the most 
important of all within the division. Here the decision is 


121 


83 MEDICAL FIELD MANUAL 


made as to whether or not the patient will be retained within 
the division. Patients are classified for disposition as follows: 

(a) Patients to be held for further care at the request of 
another department. 

(b) Patients to be returned to another department for fur- 
ther treatment, usually for shock. 

(ec) If there be a surgical hospital in immediate support, 
patients to be transferred to that agency at once. 

(d) Patients to be evacuated by a medical unit of a higher 
echelon, ordinarily to an evacuation hospital. This class of 
cases is further subdivided into litter and sitting cases, and 
into priorities for evacuation. 

(e) Bona fide minor casualties to be returned to duty with- 
out guard. 

(f) Malingerers and deserters fit for duty to be turned over 
to military police. 

(g) Prisoners of war. (See (3) below.) 

(3) Disposition of casualties—(a) Patients transferred 
from division.—These include patients transferred to surgi- 
cal hospitals within the division, area and to other medical 
installations farther to the rear. The records of such patients 
are closed. Their equipment is retained by the supply section. 
Each must have an EMT properly made out and attached to 
his person, and with entries complete to date. The loading 
of the transport for such patients and, in case more than one 
type of transport be used, the type of transport for each 
patient is controlled by the evacuation officer. 

(b) Patients returned to duty.—Patients not under arrest 
may be returned to their organizations in one of several ways. 
The choice of methods depends upon the situation. They 
may be permitted to return individually, either afoot or on 
transport returning toward their organizations. They may 
be held at the clearing station until a group is collected; 
this group may be returned in charge of a noncommissioned 
officer, either one who is a discharged patient or another de- 
tailed for the purpose. Or they may be held at the clearing 
station until sent for either by their organizations or by an- 
other agency designated by the division commander. Malin- 
gerers and deserters must be placed in arrest and delivered 
to the military police at the clearing station. A written 
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statement of the alleged offense should accompany each such 
case. Their individual equipment must be restored to all 
patients returned to duty. 

(ce) Prisoners of war.—Prisoners of war are disposed of as 
any other patients. If they require further treatment, they 
are evacuated. Whether or not a guard is furnished is de- 
cided by the military police or higher authority. When in the 
clearing station, prisoners of war who are fit for some duty 
should be employed. Their retention for duty is a command 
decision. (See par. 10b(1)(e) and 67c(6).) 

(d) Deaths.—All deaths in the station are reported to the 
evacuation department. This department closes the records 
of such cases and sends them to the clearing station. (See 
b (3) above.) 

(4) Records.—A record of the disposition of ail patients, 
whether by death, evacuation, or return to duty, is maintained 
in the evacuation department. For a form for the evacuation 
record, see FM 8-45. This record is submitted at intervals to 
the clearing section. 

(5) Property exchange.—A representative of the supply sec- 
tion is stationed in the evacuation department to supervise 
the property exchange in connection with patients evacuated. 


@ 84. Crosinc CLeaRING STATION.—d. General.—It requires 
approximately 2 hours for a trained unit to close, strike, and 
load a clearing station. The necessity for closing a station 
must be anticipated, whenever possible, and orders issued in 
sufficient time. It will often be possible to contract the sta- 
tion prior to closing if warning is given, thus saving time when 
the hour of closing arrives. 

b. Evacuation.—The critical factor in closing a clearing 
station is the disposal of patients. The station commander 
should keep the proper authority informed at all times of his 
evacuation requirements. If a surgical hospital is in im- 
mediate support, nontransportables and other patients may 
be transferred to it. However, the clearing unit is responsible 
for the patients in its station, and the station may not be 
closed until proper disposition has been made of them. If 
patients must be abandoned, adequate shelter and a care- 
taking detachment must be left for them. 
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c. Procedure.—The sequence of the operations involved in 
closing a station is practically the reverse of those involved 
in opening it. This is— 

(1) The personnel on duty in each department pack their 
equipment and place it where it can be loaded. 

(2) The vehicles allotted for the equipment of the several | 
departments are driven to the proper places, and the equip- 
ment is loaded by the personnel on duty in the various de- 
partments. Drivers control the stowage and check the equip- 
ment from a loading list. 

(3) If canvas has been used, tent-striking squads are formed 
and assigned to the several tents. Tents are struck, folded, 
and loaded by these squads. 

(4) The transport is formed for movement. 

(5) The enlisted personnel of the unit forms in a skirmish 
line and polices the area. 

(6) The sanitary detail closes the last latrine. 

(7) The unit commander inspects the area. 
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MEDICAL SERVICE IN CAMP AND BIVOUAC 


@ 85. DrerrniTIoNs.—As used herein, a camp is a temporary 
or semipermanent station for troops, located beyond the radius 
of activity of hostile ground forces; a bivouac is a temporary 
resting place for troops, without permanent shelter and sani- 
tary facilities, and in proximity to hostile ground forces. 


@ 86. Mepicat SERVICE In Camp.—a. General.—The considera- 
tions governing the dispositions of troops in a camp are con- 
venience in command and administration, facilities for train- 
ing, and the adaptability of the terrain to sanitary require- 
ments. For the responsibility of the medical service in con- 
nection with the selection and arrangement of camp sites, 
see FM 8-40. 

b. Priority.—The incidence of sickness in any group of people 
including soldiers is among the most predictable of all events. 
Every unit of any size will arrive in camp with sick or in- 
jured requiring immediate care and treatment. The first re- 
quirement in the establishment of any camp is the provision 
of proper facilities and sufficient medical personnel for the 
care and treatment of the sick. Medical units in proper pro- 
portions must be given a high priority in each phase of a 
concentration. 

c. Physical plant—(1) Temporary care and emergency 
treatment of the sick and injured must be undertaken at the 
time and the place that the patient and the medical service 
are brought together, regardless of the available facilities. 

(2) Tentage is not satisfactory shelter for seriously ill or 
injured patients. Proper definitive care and treatment of 
patients require the more important facilities of a permanent 
plant, even though such facilities be installed in existing build- 
ings constructed for other purposes or in temporary buildings 
erected for hospital use. Large warehouses and other indus- 
trial structures usually are poorly subdivided, and are apt to be 
located in an environment wherein cleanliness is difficult or 


269945°—40-—_5 125 


86 MEDICAL FIELD MANUAL 


impossible. While in the absence of more satisfactory build- 
ings such structures may be used temporarily, their selection 
for extended use can rarely be justified. Few private dwell- 
ings are well adapted to hospital use because of poor internal 
arrangement, especially narrow, steep, or twisting stairways 
impossible of passage with a patient on a litter. : 

(3) Apartment houses are usually satisfactory, provided 
stairways are suitable or that they are equipped with ele- 
vators that will accommodate wheeled or other litters. Public 
buildings, such as schools and courthouses, as a class are well 
adapted to hospital use. Ample corridors lead to all parts of 
the building, stairways are wide, rooms are large, and sanitary 
facilities are designed to provide for the needs of groups rather 
than of individuals. 

(4) Obviously, civil hospitals are the most ideal of all exist- 
ing structures, but their exclusive use is rarely feasible because 
of the requirements of the civil population. Nor in general, 
since civil populations make less use of hospitals than do 
military forces, is their capacity sufficient for any considerable 
number of troops. The hospitalization of military personnel 
in institutions operating under civil jurisdiction is an expe- 
dient that shouid be chosen only in emergencies. 

(5) In the absence of suitable existing structures, new con- 
struction must be undertaken. But, whether the plant is of 
new construction or in a building adapted to the purpose, so 
much of the plant as is necessary must be completed, equipped, 
manned, and ready to receive patients when such patients 
appear. 

d. Sanitation in its broadest sense is the first concern of the 
surgeon of every unit in camp. In this connection, see para- 
graph 6 of this manual, and FM 8-40. 

e. Training is the principal activity in a camp. Ali other 
essential functions are so organized as to interfere as little 
as possible with training. The medical service must be or- 
ganized to provide prompt and adequate care and treatment 
of the sick and injured and, at the same time, afford the 
opportunity for proper training of medical personnel. Since 
casualties in camps are confined to diseases and nonbattle 
injuries (except in the case of air attack), medical units of 
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the division, at authorized strengths, can be properly trained 
while discharging their service functions. 

f. Attached medical personnel.—(1) Dispositions.—The dis- 
positions of the several sections of a regimental detachment 
will be dictated by the dispositions of the subordinate ele- 
ments of the regiment. Whenever possible, however, control 
of all sections should be retained by the detachment com- 
mander in the interests of training and administration. (See 
par. 43.) 

(2) Functions—The functions of medical detachments in 
camp are: the operation of dispensaries for the primary 
treatment of the sick and injured (see par. 35); training, in- 
cluding the instruction of all personnel in the unit in hygiene 
and first aid (par. 43); and the supervision of sanitation 
(par. 6). 

g. Collection.—Since ambulances can operate in all parts 
of a camp, there is no necessity for collecting units to func- 
tion in evacuation. For the duties of collecting units in con- 
nection with sanitation, see paragraph 60a (2). In addition 
to training, collecting units ordinarily furnish the interior 
guard for the division medical unit. They are equipped with 
arms for such duties only. 

h. Division ambulances evacuate the dispensaries of the 
various units of the division. To insure coordination, this 
task should be assigned to a particular ambulance unit; and, 
to facilitate training, the duty should be rotated among the 
ambulance units. 

i. Clearing is primarily a combat function and is not an 
echelon of the medical service of a camp. Clearing units 
spend their time in camp in training, and may share the 
interior guard with collecting units. The clearing unit or- 
dinarily operates the dispensary of the division medical unit. 
Experience has shown that clearing units cannot be given 
proper field training if they are required to operate a fixed 
hospital. Their duties in the field require facility in load- 
ing, transporting, unloading, and using their combat equip- 
ment; and this cannot be acquired in a fixed hospital. How- 
ever, certain technical specialists in clearing units may, with 
profit, be given individual training in the fixed hospital of 
the camp, 
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j. Hospitalization.—(See also c above.) <A station hospital 
should be established in or very near each camp. Patients 
from tactical units may be admitted by informal transfer 
from their unit dispensaries so that they are returned to their 
organizations when ready for duty. Those requiring treat- 
ment in a general hospital will ordinarily be transferred 
formally, and will require replacement. 


@ 87. MepIcaAL SERVICE IN Brvovac.—a. General.—The dispo- 
sitions of troops in bivouac are governed by considerations 
of security, secrecy, and future tactical employment. Their 
arrangement usually differs from that in camps, tactical units 
being more widely dispersed and security detachments oper- 
ating at some distances from the bivouac area proper. Neces- 
sity for secrecy may impose restrictions upon medical opera- 
tions. _ For the medical service of an outpost, see paragraph 88. 

b. Attached medical personnel.—Battalion sections are or- 
dinarily attached to their respective battalions and, depend- 
ing upon the situation, may or may not operate battalion dis- 
pensaries. The regimental dispensary may he abie to serve 
one or more battalions in addition to the headquarters; but 
tactical considerations will prohibit soldiers moving any dis- 
tance in search of medical care. 

c. Collection —A coliecting station is not established in 
bivouac. (See also par. 88.) 

ad. Division ambulances evacuate dispensaries, usually on 
call. (See also par. 88.) 

e. Clearing.—The disabled must be evacuated from the di- 
vision area as in any situation in the presence of the enemy; 
so a clearing station must be established for that purpose, 
although only so much of its equipment is set up as the imme- 
diate situation requires. 


@ 88. MepicaL SERvIcE of OuTPosts.—a. General.—An outpost 
is a security detachment posted to protect the main body from 
hostile ground observation and against a surprise attack. 
The distance that it operates from the main body depends 
upon its strength, composition, and mission, and upon enemy 
capabilities. This distance is usually sufficient to protect the 
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main body from hostile small-arms fire, and may be great 
enough to prevent the enemy’s artillery from bringing effec- 
tive fire upon the main position. There may be but one out- 
post operated under central control; there may be two or 
more outposts, each a separate command operated under cen- 
tral control; or the various units of the command may each 
outpost their own positions or areas with local security de- 
tachments. The details of the medical service of an outpost 
will depend upon the organization, size, and character of the 
outpost. 

bo. Local security detachments are furnished medical service 
by the battalion sections of the units from which they are 
drawn. 

c. Attached medical personnel.—Battalion sections are at- 
tached to their respective battalions. Dispersion of elements 
may indicate the increase in the number of company aid men, 
using litter bearers for the purpose and requiring each company 
to evacuate its casualties to the aid station or an ambulance 
loading post. (See also d below.) If elements of the bat- 
talion be detached, the attached medical personnel are pro- 
portioned among the several elements. Aid stations are not 
established until the necessity therefor arises. 

d. Collection.—A collecting station is not established specif- 
ically to support an outpost unless the outpost becomes en- 
gaged and its mission require it to hold its position. In this 
event the outpost line becomes a line of resistance and the 
medical service becomes that of a defense. However, units 
on outpost ordinarily cover such extended fronts that some 
reinforcement of their attached medical personnel may be 
necessary. Such reinforcements are drawn from collecting 
units and attached to the outpost. The specific employment 
of these reinforcements will be determined by the outpost 
commander, advised by his staff surgeon. 

e. Division ambulances may evacuate the outpost upon call. 
It is usually preferable, however, to attach ambulances to 
the outpost for this purpose. Such attached ambulances are 
especially useful during the withdrawal of an outpost under 
fire. 

f. Clearing—The clearing station of the division serves the 
outpost. 
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g. Medical service in withdrawal of outpost—The general 
principles of medical service in retrograde movements apply. 
(See ch. 12.) The wide dispersion of elements and the 
rapidity with which they withdraw under ordinary conditions 
make collection of casualties difficult, but they also operate to 
reduce the number of casualties. Ambulances should be used 
whenever possible. 
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MEDICAL SERVICE ON MARCHES 


@ 89. GENERAL CONDUCT OF MAarCHES.—da. Distribution of 
treops.—A command may march in one or more columns. 
When in the presence of the enemy, each column ordinarily 
includes combat teams of infantry and field artillery, with 
supporting units of other arms and the Services, and is organ- 
ized into a main body and one or more security detachments. 
Still other security detachments may operate under the con- 
trol of the force commander. 

b. Security detachments of marching units consist of Cav- 
alry, reconnaissance detachments, and advance, flank, and 
rear guards. The use of an advanced guard is habitual when 
in the presence of the enemy regardless of the direction of the 
march, and other security detachments are employed as the 
situation indicates. 

c. A reconnaissance detachment other than organic recon- 
naissance troops, squadron battalions, has no permanent or- 
ganization. The strength and composition of detachments 
will vary according to the opposition expected and the mis- 
sion to be executed. In general, reconnaissance detachments 
operate at greater distances from the main body than other 
security detachments with the possible exception of Cavalry. 

d. An advance guard is a security detachment which pre- 
cedes and covers the column on the march. It is normally 
composed of troops taken from the column it is protecting; 
and it operates under orders of the column commander until 
a@ condition arises for coordination by the next higher com- 
mander. For the duties of an advance guard, see FM 100-5. 

(1) The strength and composition of an advance guard 
vary with the strength and mobility of the command, the 
mission, the situation, the terrain, and time of day. In the 
infantry division, it invariably includes Infantry; in the cav- 
alry division, it invariably includes Cavalry; and these basic 
units may be reinforced with artillery and other troops. The 
strength of an advance guard will vary between a small frac- 
tion and as much as one-third of the entire force. 
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(2) Organization.—An advance guard is organized into a 
support and a reserve. The support precedes the reserve, and 
is divided into support proper and the advance party. ‘The 
advance party sends out a point which precedes it on the 
march. 

e. A flank guard is any body of troops which is sent out by 
the commander of a force as a special security detachment 
to protect his flank during the march. Its composition and 
strength may vary from a small force of one arm to a well- 
rounded force composed of all arms. 

f. A rear guard protects the rear of a marching force 
against hostile surprise, harassment, and attack. The 
strength, composition, and employment of a rear guard vary 
between wide limits, depending upon the mission, the ter- 
rain, the road net, and the attitude and capabilities of the 
enemy. 

g. The main body of a marching force is organized in dif- 
ferent ways, depending upon whether tactical employment, 
comfort of the troops, or other considerations ‘are governing. 
In the presence of the enemy, it is invariably organized in a 
way that will facilitate its development for combat. This is 
accomplished by organization of combat teams composed of 
infantry, cavalry or armored units, and artillery, with their 
normal supporting troops. Service elements, if accompanying, 
normally are placed at the rear of a column. Otherwise they 
await orders in a rear concealed location. 


BH 90. MepIcAL SERVICE OF SECURITY DETACHMENTS.—a. Gen- 
eral.—The organization and operation of the medical service 
of a security detachment will vary widely with the strength, 
composition, mission, and zone of operations of the security 
detachment. Certain general fundamentals apply; but even 
these must be interpreted in connection with the special ele- 
ments in each situation. The more important of these are— 

(1) In every security detachment, elements as large as a 
regiment should be accompanied by their medical detach- 
ments; those as large as a battalion, by their medical sections; 
and others by a proportionate or even larger share of the 
attached medical personnel of the unit from which they are 
taken. 
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(2) Unless medical contact can be maintained between the 
security detachment and the main body, division medical 
troops must be attached to the security detachment and the 
responsibility for the evacuation of his command decentralized 
to the security detachment commander. 

(3) The strength and composition of the reinforcing medi- 
cal troops are determined by— 

(a) The strength of the security detachment. 

(b) The mission of the security detachment and the prob- 
able enemy reaction thereto. If serious combat be a possi- 
bility, more medical service will be required. 

(c) The zone of action of the security detachment. The 
greater the distance it operates from the main body, the more 
independent must it be of the main body. If, within a reason- 
able time, the main body will traverse the zone of operations 
of the security detachment, the medical reinforcements need 
not be so great. The bulk of the casualties of the security de- 
tachment may safely be left with or without caretakers for 
the main body to evacuate, reducing thereby the need of 
ambulances in particular. 

(4) Facilities for clearing are not ordinarily attached to a 
security detachment smaller than a brigade. The casualties 
of smaller security detachments are cleared through the clear- 
ing station of the main body or, if it be more convenient, 
through other medical installations in the area. 

b. Cavalry—Detachments of Cavalry as large as a regiment 
should have, and those as large as a brigade must have, a 
suitable proportion of a medical squadron attached. 

c. Reconnaissance detachments (a above) .—The organiza- 
tion and employment of reconnaissance detachments vary so 
widely, only general methods may safely be stated. 

d. Advance guards.—The main body may be expected to fol- 
low the advance guard within a reasonable time. The march 
casualties of the advance guard may be disposed of through 
the march collecting posts (par. 91b). However, in some 
situations the advance guard may be expected to engage in 
serious combat before the main body can be developed. In 
this event there may be a considerable delay before the medi- 
cal support of the advance guard can be undertaken by the 
division medical service; and some collecting personnel and 
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ambulances should be attached to the advance guard in order 
to insure prompt support of its attached medical personnel. 
Such attachments are in addition to those made for the pur- 
pose of establishing march collecting posts, and they should 
revert to the control of the division medical service as soon 
as march conditions cease. (See also par. 91b(2.) 

e. Flank guards—The main body cannot be expected to 
traverse the zone of operations of a flank guard. (See a 
above.) 

f. Rear guards.—Depending upon the situation, the medi- 
cal service of a rear guard will be that of an attack, a de- 
fense, a withdrawal, or a delay in successive positions. For 
further details consult the index for the medical service of 
such operations. Since the general operation of a rear guard 
is a retrograde movement, time becomes an important factor, 
and the medical service should be augmented accordingly. 
(See also a above.) 


@ 91. MepicaL SERVICE OF Marcuinc CoLumns.—a. Atiached 
medical personnel administer first aid along the route. Much 
of this can be done during halts. When a medical soldier 
falls behind performing such duty he hastens to rejoin his 
unit when he has finished. Casualties are disposed of as 
follows: 

(1) If the casualty is able to continue the march— 

(a) Without further assistance, he is sent to rejoin his 
unit. 

(b) With some assistance, he is given such aid. as 
relieving him of all or part of his heavy equipment and 
arranging for his transportation on some vehicle of the unit 
train. His equipment, if he continue the march on foot, may 
be placed on a unit vehicle, in an accompanying ambulance, 
or distributed among his abler comrades. 

(2) If the casualty is unable to continue the march— 

(a) He walks, is carried, or is transported in a vehicle as 
the case may be to the next march collecting post, and there 
transferred to the division medical service. 

(bo) If it is impracticable to deliver the casualty to a march 
collecting post, he may be made comfortable along the side of 
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the route and there left with or without a caretaker for the 
division medical service to evacuate. 

b. Collection—(1) A march collecting post is a station 
along a route of march where attached medical personnel 
may transfer to the division medical service such casualties 
as are unable to continue the march. Each is operated by 
one or more soldiers of a collecting unit, and is equipped with 
litters, blankets, dressings, and simple medicines. A supply 
of potable water is most desirable, although this may have to 
be furnished in containers. The site must be adjacent the 
route of march, and should provide some comfort to casual- 
ties such as shelter or shade. If the road net permit of am- 
bulances using routes other than those used by marching 
columns, march collecting posts should be located so as to 
facilitate the use of such routes. (See ec below.) 

(2) Establishing march collecting posts—The sites for 
march collecting posts are selected in advance and announced 
in the march order. The number of posts established de- 
pends upon the length of the march, the road net, the physical 
condition of the troops, and the weather. In general, they 
need not be closer than every mile or two, and should not be 
farther apart than every 4 or 5 miles. Because of their more 
rapid rate of march and the means of transportation avail- 
able to each soldier, march collecting posts are not ordi- 
narily used with cavalry or motorized columns (see (5) 
below.) A detachment of collecting personnel, normally 
transported in ambulances, is attached for march control only 
to the advance guard. This detachment marches in rear of 
the reserve of the advance guard and drops off, at the site of 
each designated collecting post, the personnel and equipment 
to establish that post. When any ambulance of this detach- 
ment drops the last of its load, it remains at that particular 
collecting post and reverts to the control of the division medi- 
cal unit. This detachment must not be confused with rein- 
forcements for the advance guard from the division medical 
unit. 

(3) Operating march collecting posts—Although a march 
collecting post is a simple installation and only very simple 
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procedures may be undertaken, the general principles of the 
operation of a collecting station apply. (See par. 65.) 

(4) Closing march collecting posts—Each march collecting 
post is closed when the rear of the column approaches. An 
ambulance unit or a sufficient detachment therefrom marches 
near the rear of each column to gather the personnel from 
the closed posts. 

(5) Other methods of march collection.—When for any 
reason the establishment of march collecting posts is im- 
practicable, march casualties must be collected and evacu- 
ated by one of two methods: 

(a) Casualties are disposed of by the wayside by attached 
medical personnel, and collected and evacuated by a detach- 
ment of collecting personnel and ambulances marching at 
the rear of the column. 

(b) Ambulances are attached to regiments or smaller units; 
and casualties are carried with such organizations until such 
time as they can be transferred to the division medical 
service. 

c. Division ambulances.—The task of evacuating march 
collecting posts is allotted to one or more ambulance units. 
To insure better control, the ambulances used in establishing 
march collecting posts should come from the unit charged 
with their evacuation; but it is not essential that the ambu- 
lances, used in gathering the personnel from the closed sta- 
tions come from the same unit. The latter duty may be given 
to an ambulance unit marching near the rear of the column. 
The road net may force ambulances to use, for evacuation 
of the march collecting posts, the same routes used by march- 
ing columns. Whenever possible this should be avoided. 
However, when other routes are used, provision must be made 
for the evacuation of such casualties as may be dropped at 
places other than march collecting posts. 

d. Clearing.—The clearing station already established (or, 
if none were established, one established at the previous camp 
or bivouac) will serve for the early stages of a march. As 
the distance between the marching columns and the clearing 
station increases, it must be displaced by echelon to a more 
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suitable location. Ordinarily, not more than one such dis- 
placement will be required in any one day of march although, 
if the enemy is encountered, a new location may he indicated 
at once. 


M@ 92. Marcu Dispositions oF MepicaL Units.—a. General.— 
The principles set forth in this paragraph apply only to such 
medical units or elements thereof that are not engaged in the 
medical service of the march. Nor are they intended to re- 
strict any dispositions that may be desirable in marches con- 
ducted solely for the purpose of training. 

b. Attached medical personnel—(1) Unit surgeons.—If 
there is more than one medical officer with a unit, the surgeon 
may march with the commander and the others with the 
bulk of the proper medical section. If there is but one, he 
marches with the bulk of the section. 

(2) Battalion sections, less company aid men, march in 
rear of their respective battalions, but in advance of the bat- 
talion train. Company aid men follow their respective com- 
panies. The headquarters section marches in rear of the regi- 
ment, but in advance of the train. 

(3) Medical vehicles march with the trains of their respec- 
tive units. 

c. Division medical unit—(1) The proper medical support 
for each major combat team should follow it, and may be 
attached to it for march control. Such dispositions minimize 
delay in establishing division medical service in the event 
of combat. 

(2) Clearing units should march together, preferably in rear 
of one of the center columns. In the usual situation this will 
place them near their probable location if they be required 
to establish station. 

(3) Headquarters or headquarters and service companies 
should march in the same serial with clearing units. 

(4) All other considerations being equal, detachments of 
the division medical service used to reinforce security detach- 
ments and to provide medical service for the march should 
not be taken from the support of a combat team that will 
probably become involved in combat immediately upon 
contact. 
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#@ 93, Marcy Controut or Mepicat Units.—a. General.—Bas- 
ically, when in the presence of the enemy, a division marches 
as two or more reinforced combat teams. Each combat team 
is a subordinate command under division control. If a com- 
bat team march in two or more columns, each column is a 
subordinate command ef that particular combat team. After 
forming these combat teams, there will usually remain certain 
elements of the division which must be organized into a spe- 
cial column or columns under division control. Headquarters 
and service and clearing elements of the division medical unit 
are usually placed in these special columns. Collecting and 
ambulance elements are usually placed with the combat team 
columns. 

b. Division medical units attached to march groupings oper- 
ate under control of the march group commander. 

c. All elements of the division medical service not attached 
to march groupings march with the group designated in the 
march order. So long as march conditions prevail, they can- 
not be operated by the commander of the division medical 
unit until they have been released by the division commander 
from such march control. When march conditions cease, a 
division order announces that fact which, unless otherwise 
specified in the order, releases all division medical units from 
march control. 
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MEDICAL SERVICE IN ATTACK 


@ 94. GENERAL CHARACTERISTICS OF ATTACK.—Generally speak- 
ing, the main features of an attack consist of the following 
measures: 

a. Reconnaissance and covering forces push in rapidly to 
reconnoiter the main hostile position, its flanks, its weak local- 
ities, and to find the terrain most favorable for attack. 

b. (1) Attack units, under cover of supporting fire and 
smoke and taking advantage of favorable features of the ter- 
rain, press forward, disregarding what happens on other parts 
of the battle front. These attack units do not attempt to 
maintain alinement with like units on their flanks. Each at- 
tempts, by taking advantage of the terrain, to outflank the de- 
fended areas. 

(2) Local reserves are disposed in depth to reenforce the 
leading units and to prevent their being cut off and isolated. 

c. The attack is made with all available strength. The mass 
of the means is disposed in depth behind the front chosen 
for the main attack. 

d. General reserves are held available to exploit the suc- 
cesses, to hold the ground gained, and to carry on the action 
against countermeasures of the enemy. 


@ 95. Types or Atrack.—Attacks are classified with respect to 
degree of coordination and scheme of maneuver. (See FM 
100-5.) 

a. Coordination oe attack begun in accordance with a 
prepared plan which prescribes a definite mission for each 
element of the force is called a coordinated attack. ‘When con- 
ditions preclude complete development, units are employed 
successively as they become available and without waiting to 
prepare a coordinated attack. 

b. Scheme of maneuver.—(1) A penetration is a frontal at- 
tack which contemplates piercing the enemy defense in suffi- 
cient width and depth to rupture completely the hostile posi- 
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tion. The initial break-through is followed by an attack to 
envelop one or both of the flanks thus created. 

(2) An envelopment consists of attacking both the hostile 
front and one or both flanks. If both flanks are enveloped the 
operation is called a double envelopment. ‘The attack against 
the hostile front seeks to fix the enemy. ‘The enveloping at- 
tack overpowers the opponent by striking him in flank. En- 
veloping attacks seek to avoid the organized battle position 
of the defender and to strike, with the main effort, at a 
place or places where he is least prepared, either by organiza- 
tion of the ground or the dispositions of his forces, or both, 
to resist the attack. 


H 96. CHARACTERISTICS OF ATTACK INFLUENCING MEDICAL SERV- 
IcE.—a. The type of attack influences the— 

(1) Number of casualties and their distribution in time 
and space; 

(2) Allocation of medical means; 

(3) Location of medical installations; and 

(4) Movement of medical units. 

b. Surprise is a most important factor in the success of an 
attack. Preparations must be as nearly secret as possible. 

c. Planning.—The attacker has the initiative and, so long 
as he holds it, directs the course of the action. Except in 
uncoordinated attacks, action is planned in advance. 

d. Exploitation of success.—Except in limited objective at- 
tacks, when the enemy is expelled from his position the suc- 
cess gained is exploited in order to prevent his organization 
of a new defense on a rearward position; to force him to re- 
treat; and finally, by energetic pursuit, to turn the retreat 
into a rout and destroy him. This characteristic of the attack 
requires medical planning and provision of medical means for 
the pursuit. (See sec. ITI, ch. 13.) 


& 97. ATTacHED MEDICAL PERSONNEL IN THE ATTACK.—a. With 
infantry units —(1) General—Movement of combat elements 
increases the difficulty of medical service, both in maintaining 
contact and in removing casualties from the field. Since the 
effectiveness of its support ceases when it loses contact, each 
medical element of an infantry unit must subordinate other 
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considerations to that of maintaining contact with its unit. 

(2) The battalion being the basic combat unit of infantry, 
battalion medical sections are attached to their respective 
battalions. 

(3) Deployment.—(a) Development.—Before reaching the 
zone of hostile artillery fire, march columns are broken up 

into smaller columns which march to designated assembly po- 

sitions. Depending upon the situation, a battalion may re- 
main in one march column, although moving cross-country, 
until reaching the assembly position; or it may break up into 
company or even smaller columns before reaching the assem- 
bly position. During development, the battalion medical sec- 
tion, less company aid men, marches at the rear of the bat- 
talion. As the battalion breaks up into smailer columns, litter 
squads are deployed to cover the entire battalion front. 

(b) Assembly area.—An assembly area is an area prescribed 
by a higher commander for the assembly of a unit for final 
preparations for the attack. Unit commanders regain con- 
trol of scattered elements and organize their commands for 
combat. Packs are dropped, extra ammunition issued, recon- 
naissances and plans completed, and orders issued. Here the 
battalion surgeon receives the battalion order, completes his 
plans and issues his own orders, and causes extra dressings to 
be issued to company aid men and litter bearers. 

(ce) Approach march.—From assembly positions troops ad- 
vance in the approach march. Units march in smaller col- 
umns at increased intervals and distances, and make full 
use of cover and defilade while moving toward the line of 
departure. Litter squads are deployed to cover the widening 
battalion front, and the remainder of the section, less com- 
pany aid men, march along the axis of the advance in ex- 
tended order. The battalion surgeon remains with the bat- 
talion commander as long as possible in order to keep himself 
informed of developments in the situation. 

(4) Line of departure.—A line of departure is a line desig- 
nated by a higher commander for purposes of coordinating 
the departure of attack elements. Units move forward to 
the attack from the line of departure at a designated time. 
Initially, this movement may be a resumption of the ap- 
proach march; but, when the effectiveness of hostile fire 
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makes it necessary for the Infantry to return the enemy’s 
fire in order to continue the advance without excessive losses, 
the advance by fire and movement is begun. Itis at this point 
that the character of the medical service changes from that 
of the approach march to one of combat. 

(5) Company aid men are reported to their respective com- 
panies prior to development, and remain with them through- 
out. (See par. 38.) 

(6) Litter sgquads.—Unless otherwise indicated, litter squads 
are deployed initially across the battalion front on the basis 
of the strength of the assault echelon, the number of units 
therein, and the task allotted each unit. The initial dis- 
tribution of litter squads is modified as the situation changes. 
If elements of the battalion are held in reserve, whenever 
possible a proportionate reserve of litter squads should be 
held to support them when they are committed. Litter squads - 
follow the assault echelon as closely as is consistent with 
reasonable safety, taking full advantage of all available cover 
and defilade. For further details of their employment, see 
paragraph 37. 

(7) The aid station is not established, or is only partially 
established, until the need therefor can be foreseen or when 
there is slow progress or no progress at all. In the early 
stages of an attack there may not be a single aid station fully 
established in the regiment, but sites for them should have 
been selected tentatively. When established, only such part 
of the aid station is set up as appears to be required, and it 
must be moved forward, by echelon if necessary, as soon as 
the advance of the combat elements leaves it out of support- 
ing position. During such periods as there is no aid station 
established, litter squads carry litter wounded and direct 
walking wounded to the designated axis of advance of the 
aid station group where they are treated, made comfortable, 
and left in a protected location for the supporting medical 
echelon to evacuate. For further details- of the operation 
of the aid station see paragraph 36. 

(8) Reserve batialions——Ordinarily all battalion medical 
sections are attached to their respective battalions, including 
those initially in reserve, prior to the attack. The confusion 


142 


MEDICAL SERVICE OF THE DIVISION 97-98 


of battle and the movements of forward elements in the 
attack make it almost impossible to withdraw from elements 
already engaged any medical personnel to accompany reserve 
battalions into action. For this reason, unless urgently 
necessary, no medical personnel should be taken from reserve 
battalions to reinforce battalions already committed; and, if 
the formal attachment has already been made, such em- 
ployment is subject to the decision of the regimental com- 
mander. For the operation of the regimental aid station to 
serve elements in reServe, See paragraph 36a(1). 

b. With artillery units—(1) General.—The tactical mo- 
bility of artillery is greater than that of Infantry, but artil- 
lery does not combine movement with fire. Movement ceases 
when it becomes actually engaged, and the operations of its 
attached medical personnel do not vary with the type of the 
attack. During changes of position during combat, the 
medical service is that of the march (ch. 9). Artillery 
is usually placed well forward initially in the attack, and is 
echeloned less in depth than in the defense. In successful 
attacks it is advanced by echelon to insure close support of 
the Infantry. 

(2) Battalion medical sections are attached to their re- 
spective battalions, and battery aid men are with their respec- 
tive batteries. 

(3) The battalion surgeon. must keep abreast the situation 
in order to close his aid station in time to accompany the 
battalion in a change of position. 

(4) Aid stations are established, at least partially, when- 
ever the battalion occupies a position. 

(5) Reserve battalions —Artillery is not ordinarily held in 
reserve, although it may withhold its fire while occupying a 
position. 


H@ 98. Diviston MEeEpIcaL SERVICE IN THE ATTACK.—d. Gen- 
eral—rThe difficulties encountered by the division medical 
service in the attack are associated with— 

(1) Heavier casualty rate—aIn general, the attacker may 
be expected to suffer heavier casualties than the defender 
until the defense is disrupted and disorganized. 
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(2) Maintaining contact with the medical detachments of 
attacking units.—There is usually no regular battle line upon 
which the division medical service may adjust its dispOsitions. 
Contact with attack units becomes an individual problem 
with each aid station. Some aid stations may become so far 
advanced that their evacuation is most difficult, while the 
holding up of units on their flanks may prevent the advance 
of collecting stations. 

(3) Maneuver.—The main attack is usually launched at the 
flank of the defender in order to avoid, if possible, the better 
organized portions of his position. This maneuver increases 
the area occupied by the attacker and, if it is wide, may re- 
quire the duplication of medical installations. 

b. Attack in a meeting engagement.—In a meeting engage- 
ment the time available for medical planning is considerably 
reduced, and there is rarely time for detailed reconnaissances 
prior to the issuing of orders. Orders, both those received 
and those issued, are apt to be in fragmentary form. Insofar 
as the medical command is concerned, boundaries between 
units may be in doubt, the locations and formations of at- 
tacking units uncertain, and friendly artillery positions and 
other important locations unknown. Communications are 
slow and uncertain. So far as possible, these difficulties are 
obviated by assigning missions to the subordinate elements 
of the division medical unit, and leaving to these subordinate 
commanders the decisions concerning the details. An effec- 
tive reserve of medical means must be retained until the situ- 
ation is clarified, when adjustments of the medical service 
may be made. Most important to its employment in a meet- 
ing engagement are the dispositions of the division medical 
unit on the march. (See par. 92.) 

ec. Planned attacks—When time is available to plan the 
medical service for the attack— 

(1) Adequate reconnaissances are made, detailed plans 
drawn, and complete orders issued. 

(2) Subordinate elements are moved to their initial battle 
positions prior to the launching of the attack. 

(3) Personnel are afforded every opportunity to rest. 

(4) Supplies are replenished. 

(5) Contact with medical detachments is established early. 
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@ 99. COLLECTION IN THE ATTACK.—da. General.—The general 
nature of the operation of collection is no different in the 
attack than in other forms of combat. (See ch. 5.) 

b. Liaison.—Whenever possible and practicable, liaison 
agents should be reported to medical detachments prior to the 
launching of the attack. In meeting engagements this will 
usually be impossible, and liaison agents must be sent forward 
to locate aid stations that are already established. (See also 
par. 98a(2).) 

c. Litter bearers.—Initially, aid stations may not be estab- 
lished, and casualties may have to be evacuated from the axes 
of advance of the combat elements. If movement is rapid, 
the bearers of the battalion sections may not have cleared the 
field thoroughly, and the bearer squads of the collecting unit 
may have to search the field. As the attack succeeds, and 
resistance becomes weaker, ambulances may be pushed well 
forward to lessen the burden upon litter bearers. 

d. Collecting station.—Only so much of a collecting station 
should be established as is required or for which immediate 
need can be foreseen. When established, it should be well 
forward in order to forestall the necessity for early move- 
ment as the combat troops advance. Until it is established, 
the collecting station section advances along a designated 
axis so that it may maintain contact both with its own litter 
bearers and with the supporting ambulance unit. If the com- 
bat elements, supported by the collecting unit, are operating 
on a wide front, it may become necessary for it either to 
operate two collecting stations or to establish a collecting post 
or posts toward one or both flanks. When movement of a 
collecting station is necessary, it is ordinarily moved by 
echelon. A fraction, usually about one-half, is closed, loaded, 
moved to the new location, and established. As soon as it is 
operating and information of the new location has reached 
all dependent agencies, the old station may be closed and this 
fraction moved to the new location, provided all the casual- 
ties of the latter have been evacuated. 


H& 100. Division AMBULANCES IN THE ATTACK.—Ambulance 
service in the attack is normal. Advanced ambulance shut- 
tles are indicated when movement is rapid and when enemy 
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resistance weakens to the point of permitting their use with 
comparative safety. Ambulances may also be used in the 
movement of collecting stations. 


@ 101. CLEARING IN THE ATTACK.—da. The clearing station 
should be established well forward, within 4 or 5 miles from 
the line of departure, when feasible. 

b. In meeting engagements, and when enemy covering 
forces must be pushed in and the position developed before 
the attack can be fully planned, it will be necessary to estab- 
lish a clearing station initially behind the forces so engaged. 
When the plan for the attack is developed, it may be found 
that the initial location of the clearing station is not suitable. 
In such an event the station must be moved by echelon to a 
suitable location. 

c. In other situations, the main attack may be launched at 
such a distance from the secondary attack that no single 
location for a clearing station is satisfactory to all elements 
of the division. The station must be split, in such situations, 
and two clearing stations operated. 
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Hi 102. GENERAL CHARACTERISTICS OF DEFENSE.—The character- 
istics of defense vary so much with the terrain and the situa- 
tion that extensive generalizations are unsafe. However, the 
tactics of defensive combat are essentially to develop the 
maximum firepower against an advancing enemy, conserve 
our personnel by dispositions and utilization of terrain and 
obstacles, and thereby stop the enemy’s advance or create a 
situation favorable to offensive action on our part. If the 
enemy succeed in penetrating the defense, he is expelled by 
one or more counterattacks. If these fail, or if the ruptures 
were so great as to make their use impracticable, the counter- 
attack is made by general reserves. These are limited at- 
tacks and are not to be confused with counteroffensive opera- 
tions. (See par. 109.) 


@ 103. Types or DerensE.—A defense may be assumed under 
the following circumstances: 

a. Where time permits prior to the enemy’s attack, exten- 
Sive organization of the terrain is made based on recon- 
naissance and detailed dispositions. 

b. Where time does not permit, or the defense is assumed 
from a meeting engagement, extensive organization of the 
defensive position cannot be accomplished. If the action of 
the enemy permits, the detailed organization is carried out 
subsequently or concurrently with the defense. 

c. Delaying action is a method of defense where protracted 
retention of any one position initially is not intended. It may 
or may not, depending upon the mission, terminate in the 
organization and protracted defense of a final position. This 
variety of defense, as well as defense of river lines, is treated 
in subsequent chapters. 


@ 104. DerensivE PosiTions.—A complete defensive position 
includes a battle position and an outpost. 

a. Battle position—An organized battle position is built 
around a series of tactical localities, the retention of which 
will insure the integrity of the position. The organization 
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embraces a series of mutually supporting defensive areas, with 
trenches, obstacles, and emplacements for individual weapons. 
The defensive areas are distributed irregularly and in depth 
throughout the organized belt. 

(1) The main line of resistance is that at the forward 
boundary of the battle position designated to coordinate the 
defensive fires of all units and supporting weapons. It is a 
series of distinct, but mutually supporting, defense areas. 
These areas are not located on a regular line. While the 
main line of resistance follows a general direction, each de- 
fense area is so located that it takes full advantage of the 
terrain not only in the defense of that particular sector but 
also, with its own fire, to support the defense areas to either 
flank and to deny to the enemy the intervening unoccupied 
ground. 

(2) Regimental reserve line—The line designated to coor- 
dinate the location and action of the regimental reserves in a 
battle position is termed the regimental reserve line. Ele- 
ments on the regimental reserve line may be held mobile in 
readiness to counterattack or to occupy one of several posi- 
tions previously selected and organized; or they may be 
posted initially for the defense of selected points. The or- 
ganization and defense of the regimental reserve line is 
similar to that executed on the main line of resistance. 

b. Outpost—The outpost position of a large force is usually 
organized; that of smaller forces is rarely so. For a gen- 
eral discussion of outposts, see paragraph 88. 

c. Frontages.—The frontages assigned to units in the de- 
fense vary with the terrain and the time and means available 
to the enemy. An infantry battalion, as a part of a larger 
force and with flanks protected by other troops on average 
terrain, can hold not to exceed 1,500 yards. In situations . 
when it is desired to effect economy of force, or on especially 
favorable terrain, a battalion may defend wider fronts. On 
average terrain, and under favorable conditions, a division 
with flanks protected may defend against a strong attack a 
front up to 10,000 yards. 


H@ 105. CHARACTERISTICS OF DEFENSE INFLUENCING MEDICAL 
SERvVICE.—It is not to be expected that all of the following 
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characteristics of defense will apply to every defense situation. 
However, the more important, which may be encountered and 
which will influence the medical service, are— 

a. The fortification of a position is limited only by the time 
and facilities available. Protection is, however, secured by 
the maximum utilization of obstacles, concealment, the distri- 
bution of defenses in depth and in width, and their adaptation 
to the terrain. Medical installations in forward areas should 
be protected by a degree of organization of the ground com- 
parable to that effected by combat troops. In the more elab- 
orate field fortifications, gas-proof dugouts should be con- 
structed for aid stations. Collecting stations, although usu- 
ally located above ground or in cellars, should be Similarly 
protected. From this upper limit of protective construction, 
the amount of organization will vary downward to foxholes 
for company aid men and litter bearers, and improvement of 
the aid station site with logs, stones, or other materials at 
hand. When the plan of a field fortification contemplates 
such sharp turns in trenches or other features that will make 
the removal of patients by litter impossible, it is the duty of 
the unit surgeon to bring the matter to the attention of the 
unit commander. 

b. The width of the sectors assigned to infantry units varies 
with the defensive strength of the various parts of the posi- 
tion, the relative importance of the sectors, the degree of 
control required, and the number and strength of units avail- 
able for the entire defense. In the allotment of medical 
means this distribution of units in the defense must be con- 
sidered, both as concerns attached medical personnel and 
the division medical service. 

c. The occupation of a defensive position is preceded by a 
more or less detailed reconnaissance as permitted by the situ- 
ation. In general, medical planning can be more thorough 
and more detailed in defense than in attack. 

d, If contact with the enemy has not been made, the com- 
mand is usually developed into an assembly position prelim- 
inary to the deployment for the defense. 

e. The defense, no less than the offense, must whenever 
possible act with the effect of surprise. This affects the loca- 
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tion and degree of concealment of medical installations, and 
the movement of medical units. 

f. Whenever practicable, the defense is conducted along mo- 
bile lines. Mobility is acquired, among other ways, by distri- 
bution of forces in depth and by holding out reserves. The 
distribution of forces in depth, as well as the possibility of 
enemy penetrations of the position without actually disrupt- 
ing it, requires that medical installations be located, in gen- 
eral, farther toward the rear than in the attack. If certain 
sectors are to be defended at all costs, the medical service of 
those sectors may be planned accordingly. 

g. If the enemy attack succeeds in penetrating the defensive 
position, a counterattack may be launched to eject the enemy 
and restore the integrity of the position. All medical elements 
must be prepared to support a counterattack upon short no- 
tice. Counterattacks may be launched without delay to 
forestall the enemy’s consolidation of his gains. Within the 
battle position, counterattacks are made ordinarily with local 
reserves; but, when the regimental reserve line has been 
seriously disrupted, general reserves are employed. 

h. The occupation of the defensive position by large units 
is, wherever practicable, covered by outposts and covering 
detachments located at sufficient distance from the main line 
of resistance to prevent the occupying forces from being 
taken under observed fire by hostile light artillery. The 
situation determines whether the outposts retain their posi- 
tion after the occupation of the main line of resistance has 
been completed and whether the outposts shall make a de- 
termined resistance to the advance of the enemy. The medi- 
cal service of outposts is an important item in the medical 
service of the defense, particularly when outposts are expected 
to resist. 

i. When the situation permits, mobile covering detachments 
operate well in front and toward exposed flanks of the de- 
fensive position. Medical service must be provided for such 
security detachments. . 

j. Persistent gas has especial defensive value. This will 
affect casualties among enemy prisoners of war, and may 
involve units in counterattacks. 
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@ 106. AtracHED MEDICAL PERSONNEL IN POSITION DEFENSE.— 
a. With infantry units —(1) General.—Except when counter- 
attacking, infantry in the defense is relatively fixed in posi- 
tion. Both local and general reserves may be moved from 
time to time, but the units in forward defensive localities in- 
dulge in little movement. This permits of a greater degree of 
initial organization of the medical service than in the attack. 
Casualties will occur in well-defined areas, the locations of 
which are known in advance. 

(2) Since the battle position consists of a series of defense 
areas, each occupied and defended by a battalion in the usual 
situation, battalion medical sections are attached to their re- 
spective battalions. 

(a) The allotment of company aid men depends upon the 
situation. The organization of a defense area varies with the 
terrain and other factors. It consists of one or more mutually 
supporting subdivisions, each occupied normally by a rifle 
company. The routine allotment of two company aid men 
to each company in defense is unsound. The organization of 
any particular company defense area may be such that more 
than two company aid men, rarely less, will be required. On 
the other hand, the heavy weapons company may be so dis- 
tributed throughout the defense area that it cannot effectively 
employ company aid men but can be provided such medical 
service by the aid men of the rifle elements in the same locali- 
ties. Each defense area must be reconnoitered and studied by 
the responsible surgeon with a view to distributing his medical 
means to the best advantage. 

(b) The same considerations, affecting the allotment of 
company aid men, also determine the distribution of litter 
squads. (See (a) above.) The probable areas of casualty 
density, the garrisons of the several areas, the distances from 
the aid station, the character of the litter routes, and the re- 
quirements of the reserve must all be considered. Litter 
squads take their assigned posts and organize them for their 
protection during periods of inactivity. They also improve 
the protection of their litter routes as much as time and 
facilities will permit. 

(c) Aid stations—To avoid being involved in minor pene- 
trations of the defense area, the battalion aid station is 
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usually located somewhat farther to the rear than in the at- 
tack. However, the terrain and other considerations may 
force the location of the aid station well forward. The exact 
site is determined by the individual characteristics of each 
defense area and the situation. For those units occupying 
defensive positions, the aid station is completely established, 
but it is kept mobile with those units held in mobile reserve. 
(See (3) below.) When established, the protection offered by 
the terrain is increased as much as possible by artificial 
means, 

(3) Headquarters medical section—When the regimental 
reserve is kept mobile for employment in rapid counter- 
strokes, rather than disposed on the regimental reserve line, 
the regimental aid station may be established to serve it 
until such time as it is committed. (See par. 36a(1).) 

b. With artillery units—When artillery is in position, its 
medical service is the same regardless of the character of 
the operations. (See par. 97b.) In defense, artillery is dis- 
tributed in greater depth than in the attack, although this 
affects the areas occupied by large forces of artillery more 
than it does the size of individual battalion positions. In 
general, artillery positions are more stable than in attack, 
although movement may be required for protection or for the 
support of counterattacks by general reserves. 

c. Deployment (par. 105d).—The medical service during 
deployment for the defense is the same as in any deployment. 
(See par. 97a(3)). 


@ 107. Diviston MeEpIcAL SERVICE IN DEFENSE.—a. General.— 
In general, because of fewer casualties, better opportunity for 
planning, more time for installing, and less movement of com- 
bat elements, the medical service of the defense is less difficult 
than in other operations. However, difficulties may be en- 
countered as follows: 

(1) Hostile artillery and air action in rear areas—The at- 
tacker ordinarily has superiority in artillery and directs much 
of his effort toward disorganizing communications and inter- 
diction of movement in rear of the battle position. Movement 
of casualties may be interrupted, or even denied during day- 
light hours. 
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(2) Support of counterstrokes (par. 105g).—If a large 
reserve is held, medical reserves must be held in proper pro- 
portion and located advantageously to support any counter 
blow. 

(3) Preservation of secrecy.—Medical installations, no less 
than others, furnish the attacker with keys to the arrange- 
ment of the battle position. ‘This fact will influence the loca- 
tion and disposition of medical units and installations. 

b. Collection in defense—(1) Collecting station.—The loca- 
tion of the collecting station depends upon the depth and 
general arrangement of the battle position, and upon the ter- 
rain. It should invariably be located in rear of the regi- 
mental reserve line in order to avoid being caught in minor 
penetrations of the position. ‘This will place it, in the average 
situation, between 1,500 and 2,500 yards in rear of the main 
line of resistance. The degree to which a collecting station 
is established in the defense is proportionate to the organiza- 
tion of the position and the deployment of associated combat 
elements for the defense. If the position in its front be thor- 
oughly organized and occupied, the station is completely es- 
tablished and protected. Collecting units supporting mobile 
reserves, however, observe the general rules of collection in the 
attack. (See par. 99d.) When evacuation of collecting sta- 
tions is irregular because of enemy interference, the facilities 
of such stations must be augmented accordingly. 

(2) Liaison.—Contact with aid stations is established early, 
and every means is employed to make it effective. Whenever 
practicable, wire communication should be established be- 
tween the collecting station and the CP of the combat team 
it is supporting. 

(3) Litter bearers——Commanders of bearer elements make 
thorough reconnaissances of bearer routes and select those 
offering the greatest net advantages in protection and facility 
of evacuation. Routes are improved to increase protection, 
to facilitate the use of wheeled litter carriers and, when prac- 
ticable, the establishment of advanced ambulance shuttles. 
An estimate of the situation will indicate the proper allotment 
of bearer squads to the several aid stations. Provision must 
be made for the support of local reserves in counterattack. 
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c. Division ambulances in defense.—Hostile efforts to dis- 
rupt communications in rear of the battle position may make 
ambulance operations most difficult. Ambulance routes 
should be selected with this eventuality in mind, and relay 
posts chosen that will provide the maximum protection. 

d. Clearing in defense.—Clearing in the defense is a normal 
operation. Because of the relative compactness of a de-: 
fensive position, rarely will more than one clearing station 
be required for a division. To escape as much hostile artil- 
lery fire as possible, and to avoid being caught in deep en- 
velopments of flanks of the position, it should be located cen- 
trally and well to the rear. Protection against hostile air 
action and the preservation of secrecy may require its con- 
cealment. As in the case of collecting stations, enemy inter- 
ference may prevent the evacuation of the clearing station 
during daylight hours. 


H 108. OUTPOSTS AND OTHER SECURITY DETACHMENTS.—da. Out- 
posts.—The general procedure for medical service of an out- 
post is set forth in paragraph 88. 'The medical service of 
an outpost of a defensive position is further influenced by 
the— 

(1) Mission of the outpost.—If the mission require a deter- 
mined resistance, the medical service becomes that of any 
defense. i 

(2) Control of the outpost.—(a) If each of the several Sec- 
tors of the main battle position outposts its own front, the 
elements of the division medical service supporting such 
sectors undertake the medical support of the sector’s outpost. 

(b) If, on the other hand, the outpost operate under central 
control, the medical support must either be operated under 
central control or attached to the outpost. In either event, 
the elements of the division medical service engaged in this 
service should be taken from the reserve and, if attached, 
upon the termination of such duty should revert to the 
control of the division medical unit. 

b. Other security detachments.—See paragraphs 105i and 
90, in turn. 
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@ 109. COUNTEROFFENSIVE.—The counteroffensive is usually 
distinguished from the counterattack by the difference in 
objectives and in intention of the commander. In the coun- 
terattack, the commander’s attitude remains defensive and 
he assumes the offensive only temporarily and with limited 
objectives as a means of preserving the defense. In the 
counteroffensive, the defensive attitude is discarded, and ag- 
gressive coordinated offensive action is initiated. In counter- 
offensive action, the medical service is similar to that of the 
attack. 
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Paragraphs 
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@ 110. Derrnitions.—While retrograde movements are a 
form of defensive operations, the medical problems associ- 
ated with them are of sufficient importance to warrant their 
being considered in a separate chapter. A retrograde move- 
ment is any movement of a command to the rear, or away 
from the enemy. Such a movement may be further classified 
as follows: : 

a. A withdrawal from action is the operation of breaking 
off contact with an enemy force in order to initiate some 
other action. To constitute a withdrawal from action, how- 
ever, the retrograde movement must be made pursuant to 
the will of the commander. (See also c below.) 

b. A delaying action is an operation designed to prevent 
the uninterrupted advance of an enemy. The underlying 
idea in the execution of a delaying action is to gain time 
while avoiding decisive engagements. 

c. A retirement is a retrograde movement in which a force 
seeks to regain freedom of action, the movement being part 
of a developed plan which has for its purpose the refusal of 
decisive combat under the situation that exists at the time. 
The force making the retrograde movement retains freedom 
of action. The movement is carefully coordinated and 
executed under close control. 


& 111. GENERAL MEDICAL CONSIDERATIONS.—The medical prob- 
lems involved in retrograde movements vary between wide 
limits, depending upon the type of operation, the enemy 
reaction, and the general situation. A daylight withdrawal, 
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for example, is a very different operation from a retirement. 
It is impossible to lay down rules that are equally applicable 
to all types of retrograde movements. There are certain fac- 
tors that must be considered in the medical planning of any 
retrograde movement. The more important of these are— 

a. Time factor—The number of casualties removed from 
any battlefield is dependent on time and means. In stabil- 
ized situations and in the advance, time is important only as 
it affects the physical well-being of the injured: it is not vital 
to the eventual accomplishment of the task. In retrograde 
movements, time is the vital factor; and its influence can be 
met only by means. This is to say that, as available time 
decreases, either means must be increased or casualties must 
be abandoned. There is no other solution. 

b. Casualty rate-—Depending upon the type of Spanier 
the enemy reaction, the terrain, and the weather, the casualty 
rate may be very heavy or may be negligible. All other fac- 
tors being equal, so long as an aggressive enemy maintains 
contact with and denies freedom of action to the force mak- 
ing the retrograde movement, such operations are likely to 
be the most costly in casualties of all military operations. 
This possibility of heavy losses must always be considered 
in medical planning. The actual number of casualties will 
also depend upon the proportion of the retiring force in con- 
tact with the enemy; but these factors will determine the 
rate in those security detachments and other elements that 
are within the radius of hostile action. 

c. Routes of evacuation may require careful planning, 
Principal routes may be congested with troops and material. 

d. Medical installations —(1) Locations.—Since the general 
direction of movement is toward rather than away from 
medical installations, they should be located initially con- 
Siderably farther to the rear (i. e., with reference to the 
enemy) than in other operations. 

(2) Completeness.—Since time is such an important factor, 
every effort should be made by all medical echelons to evacu- 
ate all medical installations promptly and regularly, so that 
it does not become necessary to set up complete installations. 

(3) Displacement.—Frequency of displacement will be de- 
termined by the rate of movement of the force, the terrain. 
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and considerations of security. Medical installations should 
be displaced before they are in danger of becoming involved 
in rear guard actions. In general, displacement should be 
by echelon as in other operations. 

e. Medical service of security detachments (par. 90).— 
In order that the main body may not become involved in 
combat, the missions of security detachments ordinarily will 
require them to engage in serious combat if the enemy be- 
comes too aggressive. ‘Their medical service must be planned 
accordingly. 

f. Medical service in retirement—As defined in paragraph 
110c, retirement is an operation in which the main body has 
broken contact and regained freedom. of action. The opera- 
tion is then conducted much as any march and the medical 
service becomes that of a march. (See ch. 9.) 


SECTION II 
WITHDRAWAL FROM ACTION 


@ 112. CLassiricATIon.—A withdrawal from action is classified 
as a daylight withdrawal when initiated during the hours of 
daylight, and as a night withdrawal when initiated and the 
bulk of the operation executed during the hours of darkness. 
The withdrawal from action begins when combat troops or 
service elements begin movement to the rear. The movement 
to the rear of reconnaissance parties or small security detach- 
ments is not the commencement of a withdrawal from action. 


113. DayLicHT WiTHDRAWAL.—a. General.—A withdrawal by 
daylight involves such heavy losses and so great a degree of 
disorganization that it is usually preferable to hold out at all 
costs until nightfall and effect the withdrawal under cover of 
darkness (FM 100-5). It is rarely attempted except under 
strong hostile pressure, and then only to save the com- 
mand from destruction. Secrecy is seldom possible in a day- 
light withdrawal. 

bv. Characteristics influencing medical service—(i) Local 
commanders designate and place in position local covering 
forces to assist the engaged elements of their respective com- 
mands to break off the engagement and make their way to 
the rear. Local covering forces are formed from local re- 
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serves or supports. The commander of the entire force desig- 
nates a general covering force or forces to cover the with- 
drawal of the troops engaged. It may cover the initial stages 
of withdrawal, or only a later stage, or both. The general 
covering force is usually formed from any available reserves 
with suitable attachments of artillery and other means. It 
may be necessary to sacrifice a covering force in order to 
save the bulk of the command. The medical service of these 
covering forces, both local and general, is that of comparable 
security detachments in other operations. (See par. 90.) 

(2) Subordinate infantry units in contact with the enemy 
move straight to the rear in deployed lines until they have 
been disengaged themselves. Then they move by the most 
practicable routes, usually in approach march formations, to 
assembly positions designated by local commanders for their 
own units. Each subordinate unit is conducted from its own 
assembly position to the assembly position of the next higher 
unit. When a safe distance from the enemy, march columns 
are formed and the march is conducted as any march in the 
presence of the enemy. Covering detachments hold or delay 
the enemy until the main body is beyond the immediate dan- 
ger of enemy interference. The medical service of the initial 
stages. of withdrawal is similar to that of the approach march 
(par. 97a(3)(c)); and, after march columns have been 
formed, that of the march (ch. 9). 

(3) The artillery with the main forces supports the front- 
line units while they are engaged in breaking off the action. 
In some cases, batteries or individual guns may have to be 
attached to local covering forces remaining in contact. Artil- 
lery generally displaces to the rear by echelon. The artillery 
of the main body may continue the support of the covering 
forces indefinitely, or it may, after the initial stages, take 
its place in the march columns. The medical service with 
artillery units is normal. 


B® 114. NichT WITHDRAWAL.—d. General_—The withdrawal of 
the greater part of the forces engaged commences at night- 
fall; only weak elements are left in immediate contact with 
the enemy. These elements left in contact are known as the 
covering shell or screen. 
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b. Characeristics influencing medical service —(1) The cov- 
ering shell (see a@ above) is the only covering force operating 
prior to the withdrawal. It consists of small groups from rifle 
and machine-gun elements of each front-line battalion left 
in contact with the enemy without change of disposition. 
The covering shell engages in activity throughout the night to 
create the false impression of continuing the defense or of 
intended renewal of the attack on the following day. It 
maintains normal fires and engages in active patrolling. At 
an appropriate time before dawn it withdraws secretly and 
makes its way back to the main body. 

(2) When a night withdrawal is followed by a retirement 
which continues through daylight, a rear guard is constituted. 

(3) The withdrawal is executed on a broad front; troops 
retire in small columns and, after passing the covering posi- 
tion, are assembled into larger units at designated initial 
points. Unless there is enemy interference, the assembly of 
units into march columns is usually accomplished much 
nearer the front than in the case of daylight withdrawals. 

(4) A part of the artillery is left in position to support the 
covering shell. The artillery with the main forces is usually 
withdrawn by echelon in time to take its position in the march 
columns. 

(5) Secrecy is of the utmost importance, 


@ 115. MepicaL SERVICE IN WITHDRAWAL.—da. Covering 
forces (pars. 88, 90, and 108).—The medical service of a 
withdrawing covering force is governed by the same prin- 
ciples as apply to other withdrawing forces. 

b. Attached medical personnel—(1) With Infantry—(a) 
Suitable detachments are made to local covering forces re- 
maining in position. In the initial stages of the withdrawal, 
between the time of breaking contact and the formation of 
march columns, the general principles of unit medical serv- 
ice are those of the approach march. (See par. 97a(3) (c).) 
The single great difference lies in the influence of the time 
factor. 

(b) The operations of clearing the field and of collection 
must be combined. Aid stations cannot be established during 
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the movement; wounded are given first aid and taken directly 
to the nearest axis of evacuation (c below). 

(ec) In daylight withdrawals especially it will be absolutely 
necessary to reenforce the attached medical personnel of 
infantry. The dispersion of elements due to the extended 
order, the probable heavy casualty rate, and the lack of time 
make it impossible for the medical sections to accomplish 
their task without assistance. These reenforcements can be 
had from two sources. Bearer elements of collecting units 
should be utilized insofar as they can be spared from other 
pressing requirements. However, such reenforcements from 
medical units may prove inadequate, and in the initial stages 
of any withdrawal litters should be issued by medical sec- 
tions to the infantry companies, and the personnel of these 
companies must assist in the evacuation of their own 
casualties. 

(d) When march columns are formed, the unit medical 
service becomes that of the march. (See ch. 9.) 

(2) With Artillery.—Suitable detachments are made to the 
elements of artillery units attached to covering forces. Other 
unit medical service with the artillery is normal. 

c. Collection.—(1) If established at all, collecting stations 
must be located in rear of the general line of battalion as- 
sembly areas. Any stations operating forward of that line 
must be closed prior to the initiation of the withdrawal and 
moved to the rear at the earliest possible moment. 

(2) Advanced ambulance shuttles are operated on all prac- 
ticable axes of evacuation during the initial stages of with- 
drawal. The ambulance loading posts are mobile, keeping 
generally abreast the withdrawing infantry elements. 
Wounded are brought to such axes, loaded into ambulances, 
and evacuated. If no collecting stations be established, such 
casualties are taken directly to the clearing station. These 
mobile ambulance loading posts are almost indispensable in 
the initial stages of a withdrawal from action. If, however, 
it is impossible to operate them, casualties must be carried to 
the assembly areas. Even the majority of the walking wounded 
will require assistance, since they will be unable to maintain 
the pace of the able-bodied. 
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d. Division ambulances——Ambulances must ordinarily be 
attached to covering forces, including the covering shell. The 
advanced ambulance shuttles are operated in connection with 
collection. (See c above.) 

e. Clearing.—During the initial stages of a withdrawal, the 
clearing station already in operation will serve. Every effort 
must be made to have it evacuated promptly and kept rela- 
tively free of patients by the supporting medical unit of the 
higher echelon. It should be displaced to the rear before 
retirement is begun. 


Section III 
DELAYING ACTION 


@ 116. CLassirIcaTIOoN.—Delaying actions may consist of 
strong resistance on a single position, or limited resistance 
on successive positions. 


EH 117. DeLayinc ACTION ON SINGLE PosiTion.—a. General 
characteristics.—Delaying action on a single position is simi- 
lar to a defense of position with the following essential dif- 
ferences: 

(1) The intention of the commander is to remain in posi- 
tion only for a limited time, after which he will withdraw. 

(2) Units occupy relatively wide fronts and the position is 
not usually as well organized as in a sustained defense. 

b. Medical service.—The medical service is that of defense, 
with complete plans for withdrawal in readiness. 


H 118. Detayinc AcTION ON SUCCESSIVE PosITIONS.—a. Gen- 
eral characteristics—(1) Successive positions from front to 
rear are selected in advance. The distance between such 
positions will vary with the terrain, the nature of the enemy, 
and the situation; but, in general, they are far enough apart 
that the enemy cannot attack more than one position without 
displacing his artillery forward. When practicable, they may 
be selected sufficiently far apart to permit a night withdrawal 
from each. 

(2) The command may be divided into two balanced forces 
and the two positions nearest the enemy occupied at the 
same time. When the enemy has fully developed for an 
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attack on the position nearest him, but before his attack has 
reached proportions fixing the delaying force in position, the 
latter withdraws through the second position and occupies the 
third. ‘This action forces the enemy to reassemble his troops, 
advance, and develop for an attack on the second position. 
This operation is repeated throughout the successive positions. 
In some situations it will be necessary for security detach- 
ments to delay between positions. 

(3) Units occupy extended fronts, security detachments 
may operate on the flanks, and the plans for withdrawal are 
made when the position is occupied. 

b. Medical service—(1) In position—(a) Attached medi- 
cal personnel.—Normal operations, in general, conform to that 
for a defense of position. The extended fronts may require 
some dividing of aid stations. 

(b) Collection.—When two successive positions are occupied 
simultaneously it will usually be necessary to divide collecting 
units. The collection when in position is, in general, a normal 
operation. The locations of collecting stations will depend 
upon the terrain and the distance between positions. Ex- 
tended fronts, the defensive nature of the operation, and the 
intention of withdrawing indicate locations well to the rear. 
Advanced ambulance shuttles must be used to the limit of 
practicability. 

(ec) Division ambulances.—Operations normal, in general. 
It may be necessary to attach some to front line units occupy- 
ing isolated positions. 

(d) Clearing.—Operations normal, in general. The clear- 
ing station should be located well to the rear and, when 
practicable, so placed that it can support two positions with- 
out displacement. 

(2) During withdrawal—See paragraph 115. 
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CHAPTER 13 
SPECIAL OPERATIONS 


Paragraphs 

SECTION: «J. Attack <ofiriver lineSitisi226-2 are eee 119-121 
II. Defense against river crossings__________-___- 122-123 

UEP SUG ne ecco ne Soe een ee ae ee 124-126 
rV.+Otherspecial=operations=_ setts See 127-130 


SEcTION I 
ATTACK OF RIVER LINES 


@ 119. GENERAL CONSIDERATIONS.—a. Definitions.—As used 
herein, the attack of a river line refers to the forced cross- 
ing of an unfordable stream that cannot be crossed with 
footbridge equipage alone. The term “river line” signifies the 
water edge on the defender’s side of the stream. 

b. Phases of the operation.—An attack against a river line 
may be divided into three phases: 

(1) Preparation for the crossing. 

(2) The operation of actually crossing the river by means 
of ferrying and bridging. 

(3) The continuation of the attack to obtain possession 
of the controlling terrain on the defender’s side of the river. 


M 120. CHARACTERISTICS INFLUENCING MeEpIcaL SERVICE.—a. 
General.—_The phase of preparation, other than the require- 
ments of secrecy, is of no special interest to the medical serv- 
ice. The continuation of the attack after the actual crossing 
has been made is similar to any attack and the procedure set 
forth in chapter 10 applies. 

b. Forcing the crossing.—(1) The general method of em- 
ploying main and secondary attacks applies in this operation. 
It is frequently extended to include one or more feints in addi- 
tion to the main and secondary attacks. The crossing fronts 
of these several efforts may be more widely separated than in 
other types of attack, since the river affords protection against 
counterattacks by the enemy, 
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(2) The troops, ordinarily Infantry with machine guns but 
without animals, which are detailed to make the initial cross- 
ing, advance to the river on a wide front and in as many 
columns as there are ferrying points. Squad boats and pon- 
tons are placed in the water. 

(3) The supporting troops go into position to support the 
operation by fire. 

(4) When the hour for crossing arrives, usually just before 
dawn, the first echelon of the assault troops crosses. It is 
followed as quickly as possible by the second and succeeding 
echelons. In general, the crossing is continued by ferrying 
until bridges are completed. The first troops to cross, after 
the covering force has secured the ferrying area, initiates ac- 
tion to secure the selected bridge site. As other troops land, 
they move to the flanks of the leading battalion. The ad- 
vance to the final bridgehead position is made as rapidly as 
conditions permit. 

(5) This phase of the operation is completed when a bridge- 
head is secured. A bridgehead is a position which, when held 
by the attacker, protects the bridging operations from ground 
observation, and prevents the defender from bringing effective 
artillery fire upon the bridge. As soon as a bridgehead is 
secured, construction of a ponton bridge is begun. The op- 
eration proceeds as any attack after the stream has been 
bridged. 


@ 121. Mepicat SERVICE OF THE ATTACK OF A RIVER LINE.—d. 
Attached medical personnel_—Company aid men are attached 
to their respective companies and cross with them. Litter 
squads are distributed among the boats roughly in proportion 
to the combat elements. The aid station crosses with the 
elements of the, battalion headquarters. Equipment must be 
carried by hand. Once across the river, the unit medical 
service becomes that of any attack. (See ch. 10.) 

b. Coliection.—Initially, collecting stations are established 
on the attacker’s side of the river. Contact agents and bearer 
squads are sent across the river with the second and succeed- 
ing echelons. They establish contact with the aid stations, 
evacuate the casualties to the river line, and load them on 
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the returning small boats. Other bearer squads unload the 
casualties on the attacker’s side of the river and deliver them 
to the collecting station. As soon as practicable, collecting 
stations should be displaced to the defender’s side of the river. 
Ambulance loading posts are established on the attacker’s 
side until the bridge is available to ambulance traffic. 

c. Division ambulances.—Operation normal. (See b above.) 
The demands of other traffic on the bridges may preclude 
their use by ambulances until late in the operation. 

d. Clearing —Operation normal. The clearing station 
should remain on the attacker’s side of the river until the en- 
tire operation is completed. 


SEcTIon II 
DEFENSE AGAINST RIVER CROSSINGS 


BH 122. GENERAL CONSIDERATIONS.—a. Types of river defense.— 
There are three general types of river defense: 

(1) Cordon defense.—This consists of an organized defense 
behind a river line, similar to any position defense, in which 
the river line is used as an obstacle to strengthen the position. 
In this method of river defense, the main line of resistance is 
placed on or near the river bank. 

(2) Mobile defense.—This is a type of defense in which the 
river line is held lightly and the bulk of the defending force 
is held with a view to expelling enemy crossings by counter- 
attack. 

(3) Delaying and rear guard actions —These are merely de- 
laying and rear guard actions which exploit, temporarily, the 
obstacle value of the river. 

b. Reconnaissance elements.—Reconnaissance agencies are 
extremely active, both on the attacker’s side of the river as he 
approaches and on the river line. Medical service must be 
provided. 


@ 123. Mepicat SERVICE OF DEFENSE OF RIVER LINE——For the 
medical service of defenses, see chapter 11; for that of with- 
drawal, see chapter 12. 
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SECTION III 
PURSUIT 


@ 124. GENERAL CONSIDERATIONS.—Pursuit of a decisively de- 
feated enemy is launched to accomplish the annihilation of 
the enemy force. Direct pressure against the retreating 
forces is combined with an outflanking or encircling maneuver 
designed to place our own troops across the enemy’s lines of 
retreat. In the conduct of a pursuit, all arms and units are 
pushed to the extreme limit of their physical endurance. 
Losses and fatigue are not permitted to interfere with the 
prompt start and vigorous prosecution of the pursuit. 


@ 125. MEDICAL SERVICE OF THE DIRECT PRESSURE FORCE.—The 
direct pressure is maintained by elements in contact with the 
enemy at the time pursuit is instituted. Reserves may also 
be committed in the direct pressure. The medical service is 
that of a fast-moving attack. Because of the enemy’s dis- 
organization, if not demoralization, severe battle losses are 
not to be expected, but fatigue will contribute to the casualty 
rate. 


H 126. MepIcAL SERVICE OF AN ENCIRCLING FoRCcE.—a. Gen- 
eral.—One or more encircling forces are organized, either 
from general reserves or other available troops, and dis- 
patched to strike the enemy’s flank and rear and to block his 
retreat. During this movement an encircling force follows 
routes at such a distance from the enemy flank that it will 
not become seriously engaged before reaching its objective. 
The encircling force may consist of horse Cavalry, motorized, 
or armored forces. 

bv. Attached medical personnel.—Normal operations. 

c. Collection.—A suitable detachment of collecting per- 
sonnel is attached to the encircling force. 

d. Division ambulances are attached to the encircling force- 

e. Clearing.—Until secure communications can be estab- 
lished between an encircling force and the medical agencies 
supporting the direct pressure force, it will be difficult to 
clear the encircling force of its casualties. However, provi- 
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sion must be made for the temporary care and treatment of 
such casualties by attaching to the encircling force a de- 
tachment of clearing personnel with suitable unit equipment. 
This detachment will establish and operate a temporary hos- 
pital along the route of the encircling force and undertake the 
definitive treatment of the sick and injured until such time 
as they can be evacuated. 

f. Supply.—Because of uncertain communications, medical 
personnel with the encircling force should take along suffi- 
cient medical supplies to last until communications can be 
established. 

SecrTion IV 


OTHER SPECIAL OPERATIONS 


@ 127. NicHtT OprErATIONS.—a. General.—The increasing ef- 
fectiveness of aviation and mechanized forces is making it 
more and more necessary to conduct military operations 
under cover of darkness or fog. Even when not in contact 
with the enemy, night marches are now the normal procedure. 
Night operations may be classified as those carried out be- 
hind covering forces (e. g., marches), and operations unpro- 
tected by other troops (e. g., attacks and withdrawals). For 
the medical aspects of a night withdrawal see paragraph 115. 

b. Night attacks—Night attacks are usually undertaken 
only on a limited scale and with a limited objective. The 
troops participating, including service elements, may be re- 
hearsed in a rear area for a particular operation. Each 
officer and man should wear some distinguishing mark which 
can be easily recognized in the dark. Secrecy is most 
essential. 


@ 128. MepicaL SERVICE OF NIGHT OPERATIONS.—@. Behind 
covering forces.—The medical service of night marches and 
of development under cover of darkness differs little in gen- 
eral principles from that of similar operations in daylight. 
Control is difficult at night, and some decentralization of 
medical responsibility will usually be necessary. The neces- 
sity for strict secrecy will retard and otherwise handicap 
medical service. 
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b. Night attacks—(1) General.—The attack will be of short 
duration; usually success or failure will be determined 
quickly. If the attack fail initially, it is very difficult to effect 
before daylight the reorganization necessary to renew it. 

(2) Training.—If the operation is rehearsed in advance, 
medical personnel who are to participate should rehearse with 
the combat troops. 

(3) Attached medical personnel—_-Company aid men are 

~ attached to the companies. If the objective is near enough 
to the line of departure, aid stations should be established 
on the line of departure as soon as the attack is launched. 
Otherwise the aid station groups follow the axis of the at- 
tack and establish stations when and where indicated. Litter 
squads are easily lost. The attack moves so rapidly and its 
result is determined so quickly that, rather than have indi- 
vidual squads follow the assault echelons, it is preferable to 
deploy the litter squads under control and have them sys- 
tematically search the field after the combat elements have 
moved on. When the field is cleared the aid station is moved 
to the new position. 

(4) Collection.—Considerations of secrecy will ordinarily 
prohibit the establishment of a collecting station prior to the 
launching of the attack. However, the site should be selected 
in advance and liaison agents reported to the various medical 
sections. As soon as the attacking force jumps off, the col- 
lecting unit may move into position and establish station. 

(5) Other division medical service is normal. 


@ 129. PROTECTION oF LINES OF COMMUNICATION.—The troops 
engaged in the protection of lines of communication are 
usually organized like and operate similarly to security de- 
tachments. For the medical service of such forces see para- 
graph 90. 


@ 130. MounTAIN WARFARE.—d. General considerations.—Pro- 
longed fighting on a large scale may occur in mountainous 
terrain. The lack. of communications makes supply and 
evacuation particularly difficult. From necessity, the main 
operations are usually along the principal roads found in the 
valleys. The absence of lateral communications may make 
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central control impossible, and medical service may have to be 
decentralized to the several columns. 

b. Medical service —The terrain and the situation will re- 
quire modifications in method, but the general principles of 
medical service apply. Until they can be brought to motor 
roads, casualties may have to be evacuated by various impro- 
vised means. The use of collecting stations may not be feasi- 
ble in many situations, and casualties will have to be pre- 
pared at aid stations for extended evacuation. Since opera- 
tions in mountains move very slowly, this duty can be under- 
taken by attached medical personnel. 
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CHECK LIST OF COMPLETE FORMAL MEDICAL PLAN 


1. SUPPLY. 

a. Medical dump(s) ; location, units served, time of opening 

and closing. (Div., corps, army.) © 

b. Medical depot(s); same information as for dumps. 

(Army.) 

c. Other instructions desired regarding medical supply. 

2. EVACUATION. 

a. Casualties.—Pertinent data regarding the following in- 
stallations, such as location, units served, 
time of opening and closing. 

(1) Personnel: 
(a) Aid station(s). (Bn. and regt.) 
(b) Collecting station(s). (Div., corps, army.) 
(ec) Clearing station(s). (Div., corps, army.) 
(d) Hospital(s): Hospital stations. (Corps, 
army.) 
(2) Animals: 
(a) Veterinary aid station(s). (Regt.) 
(b) Veterinary clearing station(s). (Div.) 
(c) Veterinary evacuation  hospital(s) 
(Army.) 
(d) Veterinary convalescent hospital(s). 
(Army.) 

b. Prisoners of war. 

(1) Arrangements for security of sick and injured pris- 
oners of war. 

(2) Utilization of able-bodied prisoners of war to aug- 
ment the medical service. 

3. TRAFFIC. 

a. Circulation.—Special priorities desired for ambulances or 
_ other medical transport. 

b. Construction and maintenance of routes. 

(1) Roads.—Necessary construction and maintenance 
of roads and bridges in vicinity of medical in- 
stallations. 

(2) Railroads.—Necessary construction and mainte- 
nance of sidings at evacuations and general 
hospitals. 
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4. TRAINS.—Recommendations with reference to the move- 
ment of medical trains on the march, release 
from march control, and control in bivouac. 

5. PERSONNEL. 

a. Stragglers—Arrangements for the diSposition of strag- 
glers and malingerers in medical installations. 

b. Mail—Arrangements for postal service for medical units 
and installations. 

c. Shelter.—Shelter required for medical units and installa- 
tions. 

6. MISCELLANEOUS. 

a. Arrangements for evacuation by higher echelon(s). 
b. Attachments of medical units to subordinate echelons. 
c. Movement(s) of medical units. 
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CHECK LIST OF COMPLETE FORMAL UNIT PLAN 


1. SITUATION.—This paragraph is a résumé of the situation 
as it affects the operations of the unit. It sets forth the 
premises upon which the plan is based. These may in- 
clude— 

a. So much of the information of the enemy as affects the 
operations of the unit. 

b. The decision and general plan of the next higher com- 
mander. 

c. Supplemental decisions of the commander (or responsi- 
ble staff officers) that affect the operations of the 
unit. 

d. The conclusions arrived at in the analysis of the ele- 
ments of the medical situation. (See par. 17b.) 

2. DECISION.—This is the decision of the unit commander 
arrived at after an estimate of the situation. (See 
par. 20.) 

3. ALLOTMENT OF TASKS.—In a separate subparagraph 
each task required by the decision is allotted to a sub- 
ordinate unit Or agency. What each subordinate unit 
is to do must always be stated clearly. When and why 
it is to be done may be stated; but how it is to be done 
Should be left to the subordinate commander, unless 
there be a compelling reason to limit his discretion. 

4, SUPPLY AND ADMINISTRATION. 

a. Supply.—The plan for the procurement of supplies of 
all classes, and their distribution to subordinate units. 
Arrangements for rationing of units not provided with 
kitchen facilities. 

b. Administration.—Special instructions to the unit staff; 
special reports and returns required; special instruc- 
tions regarding the administration of patients. 

5. COMMUNICATIONS.—Command posts and plan for 
maintaining communications within the unit. 
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INDIVIDUAL EQUIPMENT OF MEDICAL DEPARTMENT 
OFFICERS AND ENLISTED MEN 


Mi. MepicaL.—a. Officers.—The kit, medical officer’s, in- 
cludes— 


Article Unit Quantity 
Kit: 3 
Oantlering strap ss22 see se oe eee Each.____-- 1 
Inserty:ty po) LD: -scoss scmece cps oe wa rot ee soe bn oe Fee rire oa eee 1 
PulGter SURS Ds tan ae ochre ts ae Coe eee eae ae | aes dos 1 
(POUCH ACANVASS2 sano enee nD oe em ne = eee on woe eet ee Goleta 1 
POUCH SIR CO sere eae Ne eee ee mets elena ae eames doin 2 
Vial, hard rubber, 14-ounce, containing--_.___-___._________-|--- dose... 6 
Compound cathartic pill or tab (mercurous chloride), 
USPX. 


Glycyrrhiza and opium compound mixture, USP Tab. 
Acetophenetidin, USP, 5 gr. tab. 
Ipecac and opium powder, USP, 5 gr. tab. 

’ Quinine sulfate, USP, 5 gr. tab. 

Piaster;, adhesive; 1-inch: 25-22 = a asce ee ceeenen Spool-_-_-_-- 


1 
Syringe, hypodermic: 
Gontpietesd Sites Copel SON _ = See et Each_____- 1 
Neodle:e- 5.0. i seis: ote se tect coat psn 3a ee d05 4 12 
A P-/2) 0 61 f Eager pm Mie RT hares ier ice Abie pi Py PRE aie yapa CEP sles we |e G02 1 
Box, tabletswoldinge shoe Me ee eee eee ane Dozen___-- 1 
Pin, Shlety; modiimec: + YS et AS. ee ee Card____-- z: 
Thermometer; elinicalss VUSiS! fxs f6oe Watt sess foes res Each. 2222 1 
Todine Swab, 6..2 22222 -. <- Sco Ae e eee erat AS Boxes____- 2 
Bandage, gauze, compressed, 3-inch_-_--..-__----_---------__ INaAchsensoes 5 
PouTMIGUCL; HOlG-2kote- eeos se foo cece oe le eee aoae eaeee eee doa 1 
Case, instrument, medical officer’s, containing___.._._.---___]_.- doe 1 
Container: 
Case, canvas, medical officer’s_2_ 2202422222. Se eee dois. ‘| 
Metal, for knives, 54% byl by %e6 inch_-._--------__-_____]__- d02- 5-5 1 
Bistoury, sharp-pointed, straight, 134 inch____.__._-..______|__- fi (Sunt 1 
Forceps: 
Hemostatic; Abbey re witiiievielccievikic. Actt costes dossat+ 1 
Hemostatic,.Jones, S<inch. |. suc..6. = oes - asec] Se3 dos 1 
Tissue; spring AvencCh< 6 nok cecces ces peb te eo ee eee d0s-52 1 
Knife; operating, 14-inch a Sete ccc ne conn eee oneal does 1 
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a. Officers.—The kit, medical officer’s includes—Continued. 


Article Unit Quantity 

Case—Continued. 

Needle: 

Surgeon’s regular, 3 circle, sizes 6 and 10_-__-.-.--_----- Bachoesu: 3 
Uiterinessizebanalf-circle: 2: 22-0525 52 a ee dO 3 
Scissors: denomt shamp;:4¥4-inoh -* 2 =. so = fase ee 1 
= /Subureysiieebralded,o sizesa- 2 2-2 2 ee ipegge2 se 3 
@ontaineremeralsNombes se: See soso ea eee See Hach-_.-_- i 
Sterilizer ny padermiomeedles-. 2-2. 2-22 See Gove i 
IIMGES UNG yEMOC Gal Caters. Sas seete ee. ee Book: ==. 1 


b. Noncommissioned Officers—The kit, medical, noncom- 
missioned officer’s includes— 


Article Unit Quantity 

Kit: 

Wisriileing SULA pee oe Asoo oo oa tse cea deaes Each.....- 2 

PP OUG ieaerith ices ere ee a Se ee Se dose 2 

OuGn wlaCgeeer. ae koe oie one ee eee ol C3 (i oe 2 

STRISTICH G Cia iie cee eet eee ne Ps eee ee eOOs si .2 1 

In right-hand pouch 

Vial, hard rubber, }4 ounce, containing__._._....-..-_-.---___]__- ro (1 6 

Acetophenetidin, USP, 5gr. tab. 

Compound cathartic pill or tab (mercurous chloride), 

USPX. 

Glycyrrhiza and opium compound mixture, USP Tab. 

Ipecac and opium powder, USP, 5 gr. tab. 

Quinine sulfate, USP, 5 gr. tab. 
Plaster sed nesivoai-inGhc oso. 2 foo 2k uo SSE Spools____- 2 
Syringe, hypodermic: 

@Gniploie-no4 Re. ss seco er Each.-.--- 1 

INGO G sitio IRN a ge es oe ECL Sak Se ela domes! 12 
FEL il eet eee ren Ye hs rs Se ecb ance ae | BE doses. 1 
Hox scaDleuplOlGiN pete: 2 ae a kc eoceete Dozen___-_- 1 
Pins, safety, large and medium, each_-__-..__..._-------_.- Oard = 2 1 
Pplepmoanmorers Clinical =. 225 60 ooo eee ceca sous Each___-.- 1 
HOG STIG EES GI ES ese pet aps nt cl ent pp a ae Bom as ss 1 
Case, instrument, medical officer’s. (For contents see con- | Each_____- 1 

tents of Kit, medical officer’s). 
Kit: 

UAOVS oT FEE Lia OTE a Pe me FE Gove vere 1 

TBAT) ISL Ne pee me eT NP nc [| doen 2 
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b. Noncommissioned officers.—The kit, medical, noncom- 


missioned officer’s includes—Continued. 


Article Unit 
Container; metal No. ts o2 3! nea ee ee Maghs5 sss 
Sterilizer; hypodermic needle__ ==. _- ei en 6 Steer aii Pal ee dows cr 
Hmergency,medicaltag= 5 Se ae eae ees Book-_-__.-- 
In lefi-hand pouch 

COtton; ADSsOL Dent, COMIpresseG< oo ces enone crooner Ounces._-- 
Gauze;-pinin; sterilized = -cc sec c cnt ne ae ee seer eee eee IPRos ee cs 
Bandage: 

Gauze;.compressed; San Chsa os se sec cee see eee meee Each...... 

Triangular; compressed 22:2. ose = ec a ee SE docs 


c. Privates—The kit, medical private’s, includes— 


Article Unit 
Kit: 
Cantiomingstraprat eeee. han cee eee eee Cece eee eee Hath=e-—— 
POUCK HORN VES Sane Stes tose ees en eee ee ee eee ey GOses 
POUCH MAUS Sores SASS Se EE oe baat woe ce nace el eee rs ( aE 
DPUSPORGOL ESSE ALOE EES es Se eae Sete oe eee dos 3234 
In right-hand pouch 
-. Ammonia, sromatic'spirit, USP. 20 -_-s. -- 5.2 det ss ok Ounces____ 
Plaster, adhesive, 1-inchssinastis. extasoce ial a5. Sess Spool. ---_ 
SCISSOIS; ORNUEPG =e =82n os ban eae see a eee ot eee Hache 
Pin; safety, medimm. +: -<~ 2S: SIs sence eltee Cuemccerecrny Seve Cards: ssid 
TLoding Swans; .G5ice.5- 8 sle ene o eet ee e ee Boxes----- 
Bandage, gauze, compressed, 3-inch-.____--___-__-._----.--- Each_-__--- 
Bandage, triangular; compressed |. 2 = oboe tao cn ec ees Goziat 
Case, instrument, enlisted men’s, containing 1 forceps, hemo- 
static, andd.seissors; Gouble-blunt.2-- os a ea C025. 2248 
BGG. INSOrt bye Miso oP cee CLP. ee ke eee ee ale dos 
Container meraloiNo, tanec ae a a at ee do 22 
ilask With Copassélete <a oleae neo ac Sice ewe eue eee Goidisi.2 
In left-hand pouch 
POnCie cet e esc caters Sed pce peecs ce Boece see ee oe ee OIE ES dos 
Dressing, rst aid, small... 2 a see. et Eee IPE eR. ead 
ECIGENUGOISLL ap =- = at ee cee eae ce ee eee A eee Each____-- 
Hmoervency. medical tae 22. < cel ac ec cckeseloisec ee eee Book: =e: 


Quantity 


_ 


Quantity 


Be rwood vy 


bow eH eK bo 


1 
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@ 2. DentaL.—a. Officers.—The kit, dental officer’s, includes— 


Article Unit 

Kit: 

Cantle ring strap._.... ee eee stripes Spain Septeeelmeas ox Each_____- 

PASE Ue UWDOUE sats oe eo eae ee ee a So ae 53 (0 eee’ a 

TT UGE LU | 9 Sekiya Apa ie hel ple Ral oe reheat Osean Pay 3 (ee ea nS 

IBOUCGH = CHI WASa hae seen ee eh ooo tan ponte aaeoaee aoe Ce (a Year 

POUCH MlaCOse este ace re os cece eo a te ee eg ee dossse3: 
Procaine hydrochloride and epinephrine hypo tab_-_-__-_._--_- D0: Aker eae 
@otton. absorpents compressed 2 o oa a  m Ounce __-- 
Syringe, tonsil, laryngeal, and dental_-__.--_-_--_--------.-- Each..___- 
RICOEICH RELEILIGE a ING )ai cat eee ee ee re ae a eee Ors 
Bur, straight handpiece, Nos. 4, 2, and 6, each______.______- Pkye-tescs 
Ciisel IN Gaines sna ee ete ee Hach. 22: 
@leaners NGsa-2- ties ee ee Bkesnis os 
Drill, No. 100, straight handpiece_-__----.........-..-..------ Hach. ..3¢ 
Blevator; Winter; Nos. 122'and 123_-2--=- - 52-2 -2- 25-2 a] dos sae 
HUXCAVa Olas IN O89: Oa FD Cl G4 enn te ree nk ree doktssses 
SPOUC Ker IN Oerle = teem oS 8 on a aS (6 (; ene 
PGE GODS se NtOsert nora fl. e222 teen ns ie ret et ie ee ed (6 (oes ge 
IOI OT CL VGLEORCIE Se ase nee 8 tie 8 99 es sie i Ae al Gosia: 
ASICs UrlOSACUMIN Ost kee ae rane orn Ses fae ns AT oe 9 ee doss22223 
WEPTORMOUU oon sea c sho nacss~ eae eee so EN See 6-232 
ICES NOs a CLOSSI NDE sacri ore. tre to ly ei eee airs Cotes=3 
ESTE CLS ee VOC CRS ONER TIN Om errr es eee Ci (ease ee 
Scaler, porous, f OWNGr, INO: Ol—62- 2 eee C3 (0 at Se 
Syringe, dental, needle for, platino-iridium, 1-inch and |___do_______ 

154-inch canula. 
DN CLE L EEN NG fa eps ag a a aN a fa te fl ee ate ea (es (6 (0 ego 
TAs OL whe eee eee phe mime ee ee ee a a Bl aad (aie 
ROCIO SW Sis oes ae occa eee nee acle ea ae erg BOXe os 
cinG DIL ROUGE see ore Sona esac oe sooo eas ee Each_____- 
HUE ebs TG cosarets san ceee css an acea eee teas an eS Sheet ____- 
Case, Canvas: 

ING seb at ObHITIS Uh URI OMNGS Serene se ce ae rare ee Each_____- 

ENE aeaeel Ob DUR Sia at et aes tee ae ie al a co (1a ae: 
Container, metal: 

IN Ogi bentia te een aaanadsanctneracsaanceaane pie aby caper Ne G022. 3 

IN Gp Asean onan at cnaane ao osonevansssassnecnossecaescecosaleee (2G Papen, 
Sterilizer,- hypodermic: neodlesss<scsssssessseccswessoesese ss |-se docetess 
Vial: 

SECS Ge ae a Re a (a 0225-5 
Glass uUDPOLOG he = se oan ec aca scan saesacues sana soeescalyee Gos. 

Mmoreency sie GiChWCAe 57.25 .4cacalcss-ssocscsecseesaeale IBOoK= 222 
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b. Privates.—The kit, dental private’s, includes— 


Article Unit Quantity 
Kit: 
Cantilo rinesistrap. le oo acon ees eine epee Each.____- ) 
POUCH CANVAS Sieec nea ee he ee arene re ee tpn aoe sat 2 
‘Pouch; 1acoticsonn ass teeny one mete eA ern a ea ne ene re warn a dos 2 
Suspenders toes eae te esr tnens io ewenen ees eat pane at eis do-i- 1 
In right-hand pouch 
Silver nitrate, USP 2s. !2_..--  eatmige setae Sap Ounce__._- 1 
Cement, germicidgleyy.tes 228 a ees oe oe Boxissetsy 1 
Pliers, No. 122, smooth beak, office___----------.---------2-- Each_____- 1 
Shears, crown; wniversalc 0. 25 2 os ee aes Gol. Aechs 1 
Spatula, coment-%323¢ 5 <3. sh A ES ee Gosinit 32 1 
Syringe, Waterloo soe etc peeve cee ec meee en otea tae Goins 4. 1 
Wire; bronzessigdturest222 2. se ose, olecranon Box 638 1 
Towel, HanGawccdes Sesion te ns Each_____- 2 
Pence setae beech a cc ecco ae eee ee dosaiet? 1 
Dressing; arsy-sidwemallicescoucce cece c renee eae Pkgs_____- 2 
Slabysdiaressece Mite ob ce re a ee CR Each_____- 1 
Kit, litter strap s-c@scehe cecssectcccoceuweteciucincwdestiwe cee aotet 28 2 
BMereency, MeGiCHas = cen cee Conc cecelecce becetrene Bookxi xe 1 
In left-hand pouch 
Ammonia; sromanic spirit, OU sL—aaseos- nook eee een eoee Ounces__.- 2 
Plaster adhesive; lich. oe st ca cere ae eae oe Ee eee Spool. -_-_- 1 
Scissors, bandage. -s.t.6 os eae eh ee Se Each-.-__- 1 
Pin, safety smedinmbesk - 20. ee oh es eine eae Ward-eo = 1 
ToGine swan; Oss sek TE See oe eee eet Boxieccrs_ i 
Bandage, triangular, compressed. ....-.-.---=--------=:--.-- Each.._... 12 
Case, instrument, enlisted men’s, containing 1 forceps, hemo- |.--do__--_-- 1 
static, and 1 scissors, double-blunt. 
Kaltslinsertgsty POs: gee OA eee re oe ee ee ae COsns--5 1 
Containerjmetal, wNeniecssen. Sect K 8 ee eo Ses 7 (een eae 1 
Flask wath ionp2iis hse reeset oe oe ee See jee dope. <3 1 


@ 3. VETERINARY.—a. Officers—The kit, veterinary officer’s, 
includes— 


Article Unit Quantity 

Kit: 
Oantloininpietrap scorn ees eee er ee ee ete ae Each._._.-_- 1 
IbTALISIDED Sal sts rise See ee ee ee nos. 1 
Pouch? canlvasisecossccssceececaccs setters steesttessecalen dOss2225< 1 
Pouch: beens sec uet es oS out oe tae eee a ceceeicee 00s.22525 1 
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a. Officers.—The kit, veterinary officer’s includes—Continued. 


Article Unit Quantity 


Handave: Mush GiGN=o2.- soo). cee et ee eae te Each. 2 
@ottony absorpent, compressed... \- 2 223 ce cose oo See Ounce__-_-- 1 
Gauraewiciicsterilizeq. —---2. 2 =. 28 Se ese (Phe 1 
ARR eY i Gd lees ee a ai se ah a te re ay i ee Each...__- 1 
Case, hypodermic tablets, veterinary, containing ..--._.____|__- GG. ==> 1 

¥-gr. hypo tabs, arecoline hydrobromide, USD_-_-_______-_|_----__-__-- 20 

S-OT aH VEONUe Da UU y Mee NON Sie menos. = — Oooo caicacuae as loascescaucas 20 

Hypo tabs, eserine and pilocarpine compound_---_---_-_--_|----------_- 10 

Yo-gr. hypo tabs, glyceryl trinitrate, spirit, USP_-_...____]_____._-____ 10 

¥-er. hypo tabs, strychnine sulfate, USP_-_.._.....--_-----]----.-.----- 30 

WTS GRU ASD GE I yg oa em yet Ny ee disdch.c2st 2 
Case, pocket, veterinary, containing....._.-.2.-----..--.---_]-_- do". 3 32 1 

@ontainer:’ metal containing — oo cn ee ccc cee us| sec Cs Caen 1 

Knife, operating: 
BAe OHA eine ee oe wee Se Sea ob lan ea oe oa ee aac ae 
ee ION eee es a on ae ano anal eee ee 
Bistoury: 
Probe-pointed,.curved 2-InCh= 5 == <2 <use-4-eeewaceas | Bess 53! 1 
Sharp-poimted, curved, 2-inch.. ..-2- =< bns-5.-csceess| anes a5 1 

Seissors iapointisharp, 659-Inohs_- 3-3 o<..- 8 5.2 cons ass Each_____- 1 

@urcttoyshanp ssa 5 455 22s a a Co (0 apes 1 

Forceps, hemostatic, pean, 5}4-inch-....------------------|--- (s(t 2 

GONG sNOOt setae Sr Se ee ons oe stec sco eases (3 (Se 1 

PEODG. Toles 14 O-INOH so ere es nck occa cen ss aee cs eke Cs (: a 1 

Needles, surgeon’s, regular, assorted (2 each of sizes 1, 2, | Pkg______- 1 

and 5). 

BUSOLGN SH eu WISLed ;HOAVV = 02.42.22 oo8e. te eed Gard2-.-4 1 
TENGE ALEGRE a rater Ren ee sn cain an ecenccccasacan ei aabo Sots. 1 
Syringe: by podermic,:G-CC. 2. 520-2) ee 2 oe eae he Each____-- 1 
Mhsemomoeter, clinical; veterinary: -.=52..22.---2.222.--4-5- |=; dove: 1 
WOOIHG: Sw Wy Geese) ose eae et wo a ences wuceese os Bore 1 
Glontainerametal se NOs) 2-2 2-S. oo Sass a oan on eaeee = Hach: 2-2 1 
Sterilizer,shnypodermic; needle. =~ ..5-.. 225255. --. ose lek cafenc does 1 
imergency,; veterinary: tags 2 25s. sel bees Books 5 u 
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b. Noncommissioned officers —The kit, veterinary noncom- 


missioned officer’s, includes—. a 
Article Unit Quantity 
Kit: 
Cantiominy strapensetee co See ee ee eee Hach_-- = 2 
POUCH GANVAS <n a2 oo se eee ae Ss ee ee se eae ret eee G0. 2255 2 
POUCH; UROG 20 tees nbn Se eee a ee eer ee ee C0ve = ih 
Suspenders 2 oo Ss Sap Se ee oe veceeecuteeeeee lees 00: -sa-2 


In right-hand pouch 


Orésol saponatedisulmion USP 2222+ ost = score couneusce Oorsseeee 60 
Handagesmusiin> etch soe eaten ocean ee ees Each::---- 3 
Stopperarabberssulid wNO.;e22=- a2 oso econo teen cw esloee 0 6 ed 1 
IP Gra Ci ear ee Se ee eee ee eee ors sees 1 
Todine BwAD; Ossett = eee oe ee ae eee BOs ae 1 
Oagkum; 27s snoton ste e eee nen cone cane caus cee ae nee nOeee kel asso 1 
Case, instrument, veterinary, NCO, containing____________- seach=s 1 
Oasesicanvas;NOs32) 22 see che vse Saat ee | ee do0.c228 1 
Forceps;dressing; 534-inth e222 2c 22 te oe Gove 1 
Forceps, hemostatic, Kelly, straight__............_..-.-___|--- M02 cee 1 
Knite;operavinewd eunch= 22. teeta at eee eee dos 2 1 
Needle, surgeon’s, regular, 34 circle, sizes 4 and 6__________|_-- doit 3 
Scissors, double-blunt, 644-inch__________________--_-_-___-_|__- dos = 1 
Kentle Roo rSearen in Gh nce a tere ee ee een Rae GGz es 1 
BGA S\ He wh as) Sasi hp ctl tale Ma etapa ate pty alt eet aa east § SS rinsed 1 
Suture, tape, nen eas ee ee ee hee er ee ROSS oe 2 
‘Thermomerer, VeLrerinary.s= oo dee ee oe Bach... 2.) 1 
Suture; suk braided; OSsiZes =o ee ee PRP soe 1 
Container, moval, wNOs ana a: cone ee ee ee Each______ 1 
Vial, Class O0-0Ote teat. cee ee ee ee ee G0:222 oe 1 
Somergoncyvererimany wags... suck eco eee race meeuoeceee BOOK" = 2 1 
In left-hand pouch 
Ammonia, aromatic spirit, USP 2 Of (epetbaas fore 60 
INT X Cannes 1S) Jo bees ae a a ae doses 60 
©otton; absorbent, compressed). .--_ 2. he bee ee c coe ee Ounces__.. 2 
Gauze, pisin, sterilizedizc 2.205 ete cue ene eciee PEpS Esso: 2 
Stoppersrabber, solids: Nov2ieesesesec reer eee Bach===s= 2 
Pin; safety; daree sc: see ees oe ee eee ee Cardiz =.) 1 
Bandage; triangular, compressed |< oS ee Each-...-t 2 
LOY: Yig it bec ee? 0) Ane Eh Sih iin SR Sr ae pe ceeincn ne athe pe eer a eee rE eee es | Pkpcs 1 
Container, metals Nos 4. co aie a eee eo ce ee Mache Sst 2 
Vial class 60-0Grcss*scesccec nn cos. uo coscoa ce ee aeeceee eer eee ve Lo aes & 2 


MEDICAL SERVICE OF THE DIVISION 


c. Privates—The kit, veterinary private’s, includes— 


Article Unit 

Kit: 

GSantionme sia een oo 7 Ae eee Sn Se eee ba hay Each__---_- 

*PGYICLD:, (OTP Q 0 iba pets eae ga eR SS eh rR don ==. 

POUCH lnOo nee wee ae sync ee Mire eee A Eee AE Se ba Gos 

BUSpendebtese sane ohe tes Fe LIS SOS Lee aah 3 dg 2f 

In right-hand pouch 

Bandage musin, Ssinch = Vek Ghia, do.S8 22 
Cotton, absorbent, compressed_-_--_.--.-.-.._--__-____--____- Ounce_- _- 
Gauze, plain, sterilized. = 2.8. 8s... chlo EY a Pkevs- . 2. 
Saissors; double-blunt, 6)4-Ineh: --= ~~ Each_____. 
TG ills Sel a eS, 2 Sem eat erp adh yr gl aan Dear ates ba 22) €@: 2-22-24 
Pinysalegyslarges*= sete be 2A Slay PROG 3 Cardi 
Orai nanan, mn certabi eyed 28 Seo ae cu a S72) Ries oe 
Momingiswabw Gs os ie RG ed: is Bi aca Boxes____- 
OGRUINT 2-07 20s anan ann cas note ee an oS ete ced BE 25s 


Case, instrument, veterinary private’s, containing 1 forceps, | Each-_- - _- 
dressing, and 1 forceps, hemostatic. 


MontamanumetainiNOe!... 22. 26525. 5052S o oo Se ee GO 

Mmergency: veterinary tage Jo eieee ee alee Book____-- 
In left-hand pouch 

Bandage, triangular, compressed ---..------.-------------__- Each___:_- 

WMrascinio tfirst aidesmalle cs.) 2. = seer correct Pit peel f) Pkgs: 3 
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APPENDIX IV 
MEDICAL DEPARTMENT CHESTS 


H@ 1.GENERAL NATURE OF CONTENTS AND WEIGHTS.—A large 
part of the unit medical equipment of division medical units 
is packed in standard chests. With the exception of the 
pack equipment (chests designated by letters) , and chest No. 6, 
each chest is (inside dimensions) 28 inches long, 164% inches 
wide, and 14% inches deep, and occupies approximately 5 
cubic feet of space. The chests of the pack equipment are 
smaller and are designed to fit the Philips pack saddle. Chest 
No. 6 is shaped to accommodate the particular lighting unit 
supplied. 


@ 2. List or STANDARD CHESTS. 


Weight, 
Chest No. General nature of contents with 
contents 
Pounds 
1h ee = SSE Surgical dressings... 3. basa ihe ales 121 
Dibiwie ok ae paeee Drngs.and:instrumoents_... 2-2 =... ee 150 
Boo re me Office equipment: 282. 2sc2. 22s ae ee 146 
5 Motes ee neee aca meee Stertligar ss 6 wiv Pee eee Be ee ee 110 
6. Seu see ee eee Sighting Unite eke oe ees a Sam noe 240 
Y fn ee ear See eon ee Se Clinical: microscopy. set-=s=2-=- cc Sees 140 
Medical pack: 
F : ae T eeE oe Drugs and surgical dressings. ___.....__---__-__- 45 
Bieeiees case ce Instruments; ete ssaece- ee oe ee 45 
OO accose ocean Dental dispensary.ac2 2224 ee Pe ee 166 
(EC ee an Dental Held aboratory.222-2 2.22 See ae 160 
BD aoe ee Seca ‘Dental field laboratory... --22- =. eevee 150 
805 5b Sob es Veterinary drugs and instruments__-_-_-____ eae 150 
12h PRS ORS SE We Veterinary surgical dressings__..._-.__..-.--____ 110 
Veterinary pack: 
gE PAE op ye Veterinary drugs and dressings_____...--..._____ 28 


Bice soe cere tase amps; TOMS, ClC sss Se eee 28 
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@ 3. ItemIzED Lists oF CONTENTS. 
a. Chest, Medical Department, No. 1. 


Article Unit Quantity 

Chest, field: 

1D ag N yy SIRE SRS GY SRSA SP AE PP a eS pe ee Hach_----- 2 

Plain (equipped with bracket table board) ---.--.---------|__- G (0 pa pee 1 
IiGteE SUPNOLU PEACKOU!2 7. 20. oe ow ote ons mee ee ae cate es do. 5_- = 2 
PASOT OV MEE OCR ZC e st ees. Ona a a ont e ceao apae dosaa. 2 
USHERS. SENS aT ee I i pe pr PRR RS HC (3 (aso ateis 2 
Ta (Ya Lp BU EVE Nae FN (0 2 Si Sag a pt Ll ya d0eacse- 1 
J 2{27 0101] Cove Sutter aguas mm a en RDO RO EA EEL) Sette C5 (ee 1 
Pin, safety: 

RSRINE Op PMe CO eh  San Saf ate io oe wei Gen a anima Cards____. 4 

TGS 110 Tat oho ae ees aa ae a Slee alien nian s iene eee rane ES GOs “4. 
TY S85 STW OTE 0 INE HeLa PR Each___-_- 50 
MCISSOLSs DAldare: WilmrCHAING =>. coats se ne rep ok Co (eee 2 
Book, note, manifolding: 

EDSON Re era Shen 2 nS nein aa toa ec uducamiaeeawea een Ca (a cas 1 

BARN Gs eee ars Ben ee cee ee oe ee IS (4 {0 eae ee 1 
PANO APOSSH i O--NOH- =. on cnet o ss aca netan cence DOs eee 2% 
@otton, absorbent, compressed - 5-2 Boe eat eee Ounces. -_- 25 
Ga ZOMp ait SteriEZede =. cons: Lo. w Seen ack ane a ca wacoencase IPERS oo cee 25 
Plaster, adhesive: 

PENG irene Rene ameror tet onan ao oa oe cana tae oe Spools___-- 6 

PED RIGLH tay ba ES RS ea pe ee BR tree are dGyst == 6 
VIGYDN SATE ASSES [ya a i et aa ae a le eT Boxes --__-_- 12 
Bandage: 

GnuZzey GON PhOSSOd st G-LUCH. ncn vac. tana sao ee ea waka cease Dozen__._- 6 

PPrignetah =~ COMPECSIOC.---—acn aon a seen ease cea odo os Each... .__ 12 
TID REEST aE poy RCS bast 11 ap ee eee IPE ose su 60 


b. Chest, Medical Department, No. 2. 


Article Unit Quantity 
Chest, field, plain, with tray set and spacer bracket_-_______- Each___--- 1 
ther (onanesthesia),+US Pars sassssstrs ses Sree Velbenes = 4 
Miiinye CHIGHUG Otte eats oor se IS Ss reser re STP ITY ENT ES S072 eee 1 
MIMS ONONSU Sik set eten. ses Sasr sss ts rs Jrt IS we ee nce 2 NOt Ounce____- 1 
Mercurie oxide, yellow, ointment, USP__._____-__-----_____ VEOGo LSS 4 
Mercury bichloride, large poison tab, USP____._____.______- 20s 1 
IPOILOINGUIN sO west ays sacso2S are essosesos2spsess res ss: Pounds___ 1 
plasters adhesives neh ss222o2sso ses eres Spool-____- 1 
Cotton, absorbent, compressed. ....-...----.-.--2 522-2 - LK Ounces____ 25 
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b. Chest, Medical Department, No. 2—Continued. 


Article Unit Quantity 
Scissors;. Dand agers. sities Sew ack eaee co Sento easenes Each..---- 1 
Applicaton, woods 222935. 2s ogee oe hee ee Se eee Carton. -___ 1 
BGok Dis kS VO see see RR ee oan nea ee ale Each__-__- 1 
Pencil Aer 6s. se er eee Ee eee ee eee Com ssa 4 
Box: 
OMCMENL il NOSbat ston oe eee ees eee ae eats Dozen__-__- il 
"RADIGbs Ol QLUR eae ete eee ans mee ee ai oe reer ee ae AO sec 6 
Pin, safety: 
Pere Ovni oF 5. See See ee es See eS eee on Ss Cards___-_ 2 
Mediums: 2 on orate ae oo etn caee aonb eee eee eee Doses. 2 
Acid; boric, ointment, 4-07), Us bs=0 ccc 2 opener ee Tubes:- = 6 
Iodine, 15-gr., and potassium iodide, 22.5-gr., USP____---_---|__- 0 CS Sect 6 
Mercurial ointment, mild, 14-0z., USP__--_..__----_------_-|.-- dois 12 
Zincioxideointment, 1-07.,;, US Ps ie ea ee |e AGssr bee 12 
Bandage, gauze, compressed, 3-inch.___..---_.-------------- Each_____- 12 
Container, hard rubber, No. 2, containing: Protein, silver, 
MUG SOS ASO Pr wa = ne ee eee ae ee doses 1 
Container, metal, No. 7, containing -_-__--_ RSPR ala aE Each__...- 6 
Acid: 
ACOLVISALIDVUG Sop bin nr et ee ares conn cee weer ace Tabses soe 500 
MANNICWULS bee Eee oon cone eee eee tee eee Pound _-__ Y 
Ammoninm chloride too. ooo oe ea Troches- -. 250 
Quinine sulphate = os ee ee eee Tabs ncece 500 
Sodium bicarbonate and peppermint-______.--_------__-___|__- 002 = 1,000 
Bismuth Subcarbonae.-... seep nen oe ee eeaaeen eee 6 {1 Ya is 1, 000 
Container; metal, No. 9,.containing.-- = <2 rele etaia 3 ve 
AlOUMN COMPOUTO eee tice ce ee ce tac es eerie ee ce EO Pils. 250 
CascaraBaprada OxtIACl=-2 oe nae eee ea eee a eee ee re ‘Dapssscoss 250 
Codeine saiphate; oes coker eae oe eco eer ee eaee eee (6 (oui ett 500 
COPYASt ti cctctee ete teeccecacaad cet eedaspas voseansbee ean eee rs (eS 500 
Tpecac'and opium pow Ger, 0-28 -< -2o- =. coe eo eee eee aoe 16 fe faba & 200 
Phenobarbital, 36-er-_2— ==. =. Se yk. TES ess MoioseF 500 
Potassium permanganate, 0-29-00 20 oe oe sees | ne cs Le vepraesiet § 300 
Container, metal, No. 12, containing 1 pint, gylcerin, USP__| Each_____- 1 
GTad URS 1O0-CCrs eco et he 2 ee a Co eee Ee ee 6 {fanaa 2 fe 2 
Hmergency- medical tages <-- 5. nee en eee en eee ease Book: -2-2" 1 
Razor, Balevyes eee eS eee Ce ee eae a ae eS Each...-_. 1 
Blades ibs eee or hal Se er oe Le Lo eS PRR ress ee 1 
IDTOMpeL; Medicine? ethos soo ot een mae oe eee es Dozen _-_.- 1 
Acig'salicviic;;ommtment; lOve soe en eee eee Tubes. <=. 12 
Mercuric ointment, ammoniated, 1-oz., USP___-__--_---____|__- ri [ewer PB 12 
Sulfur-ointment;.1-027.,)US b-22- .2-2- == een a ake hee doze 12 
Tourniquet; Held «<a eet ces se Ree eeu ureew cue Each...._- 4 
Horio, 011; ByS-neh ess tes = Ss ay ee eae eee eae eee Goscio. 1 
PAY; IDSwWUIMENT, AUANCHs sooo Sao ees ee ee ee el COigwaes 1 
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b. Chest, Medical Department, No. 2—Continued. 


Article Unit 
Soaring: UreLtnrainnropnyiaxis— =) ~ 5 oes. Each 
RS COENTEPOMA OEE TG Ohe cd COSA IRN 8 SS ee Bars 
TEGO A 01S UaRSRGS > Sane AR ge ee em ai Re ee Roll 
Mercurous chloride ointment, 1-0z__________..._--._--_______- Tubes 


Container, hard-rubber, No. 2, containing protein, silver, | Each 
strong, USP, 4%o-gr. tab. 


Cups nanermoncallansible = —< 2 a a G0sce-4 
SOTICEORIDEOUIT GEE RIS- RED so ae dose 4 
PES CEI CASEIN GONN GOEEES EN a nua dos 3 
Apomorphine hydrochloride, Worertn i waintainris jose 5 MahsszaGe 2 
PATEROTUICRSET Nabe se 00-28. dosaxtlag 
VT fea Sed yg 0a) a1 a YT) Ree a ce Se Amps 3 
Epinephrine hydrochloride, 3400-gr_____..__-..-.----_____- Tabs..2222 
Morphine sulphate, 34-eF <2 atte irenls aiSieh by Fsedouitens 
Procaine hydrochloride and epinephrine____..__...-.______ i500. see 
Suture, cat-gut: 
MOPEITCETNIC SIZ a ten een i ae ee eae ee Tubes_.__. 
Plater sizer fh 4 on cs a a oe ee JHOAQ 3 
RETIRES ZC Letts 8 62) Ss ee ee ee Btls (epee 
Syringe, Luer: 
De OO ane eee naee cues sabowscsieeceeteeic bes Each... .-- 
AGG ts eee tes toa Soca ya Se ee IE (6 (ore 
Needle: 
25-eago\-)4-inch:- cana aot sb uae tees cep r: Cr yenneence 
93 -cage. S4cinGn Canula soc: 4 S92 est SASL Se dois 
oI 10-00 Gye Loaeini Ch CANN occ cc upecucwce nn thsumecueccuead eae d6.c#:8u 
i7-ddge 2-THOM CANIS oo 6 cbe Seeded dorsi ket 
ib-ougeso-mohednerla: svete ies. Seu ees (1 01 tee 
PSUS Yo) r VER ft: RRO se en eS | Po doze 
ER HGH OTIOLEH, WON MICA ese adi tete Gccce tenure nae a eee GevaciwLs 
GIOFESCrO Wr OlGNge s YO ee tek cteen cee ee feed G (peers 
Sterilizer, hypodermic needle_________------------+-----2_ |... do 
INGO POW Ob= = ates. te oir ee eee Ucar Laue Milbsa kee 
MMigenesitin: Sal pnatesii satocccwt carom eeeedesee ATHSCet2 
Gloves, medium: 
SizOrT Gi esse eee coset Soe eee cee ae eo Palrsse.== 
S120) 816i a nae eee ee Sor ee ee ew aafoue dose 
Inhaler, sapkaders soo os co coe ses connec ets needs Each.._-.-. 
PROWOl saber Gan eee ea So eee Let See SUS sae oa eee ees GonioLe 
PS TUISiiss HH eretetee = Sone oe aac sna eae oa ne enue nae C (eee 
IADTON SrUDDeLIZeG sot Ss Sse oo ae SERS (a (3 arg Seo 
Bag phot water-and syringe: 2. soos 2 Se dosserts 
[Basin DUS +==2 eee aera loan ue Lae aseee|e a8 Gort 2852 
Battery, Gry Coles obi ak aoe ee Sse RIESE UU (a [appara 
ROSS HGH yakeee tee ae oe 5 oe a cen ene eal ons (5 (1 ieee 


Quantity 


wo 
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b. Chest, Medical Department, No. 2—Continued. 


Article Unit 
Mashlightasmprisde 3 20 oS ee ae Seen Each_____- 
Paseo perating sii tao oe ee es ea ere eee ro (¢ Yared eames 2 
Basin sr bers ees ee 8 ee a eae 00-253 
Container, metal, No. 5, containing. .-__-.------------------|__- rola peer esse 
Catheter, urethral, rubber: 
ACO Sa8 oe os Seether eee dor fs 
GE io i eo ee eee doisc 3 
USPHS aR ae se ae O(c Peers sy 
OO pA sc See Pee ee eee tt ee ee eo ee Ao sae. 
Container, metal, No. 14, each containing 1 qt. alcohol, USP-_|__-do_______ 
up, enamelwarete: S22—, 252. 3 oo Se re doigtins } 
Dispensing setwfield® srstern as wk Te eso ee ee dormiz:t= 
Gloves;:rubber;poucht..). 2-03. . fi ss -. ee as dot acize 
Sterilizer; instrument 934-inch, containing____-_---...-----___|__- doz a» 
Stethoscope. sebesessoer. Fane os se eiradign tare ares Goztss sis 
‘Tubing vstomachrcier: Sus. 2. Seperate Pome be eee dowsssiet 


c. Chest, Medical Department, No. 4. 


Article Unit 

Chest, field, plain equipped with tray set, type 3_-----__---- Each.-_=.- 
Book; blankfSViOss = festa re we per nre aaa eS (Rae GO0i+. 2x3 
ClipspaparnGemeNo: sees er oe came BOK.¢ sxe 
Envelope: 

INO MASO east tReet ee ee eee Pkgs__- 0 

NOR SG 3s Sees. es betes eeeee eta seeeeeres no eee GO eta 

INO RSE a esE Tails Seo Fe ne Oe re ppeerceh eens tl <ae d0is3_ sce 
Eraser: ss 

Soltmub bere tse eee oe ee ot ee ene eeneee Each___--- 

Rubber, ty pewser Sco Ae ws et Sse ee err seer a See GOsixie 2 
Wiicilave sore i2s2 kbc cece eee cen eee sececcussecsaseenens Bottle_____ 
Pad: 

(PreSCriPiiOn, NS 2208. oS a a eee eee Each__.__- 

Memorandumy64by.0 inches.) 0 oe ae Gosssias 

Memorandtmys by, 10}4:inches—..- 52 sce oe eae G03_3 he 
Paper: 

Blotting; isi by-Osedncheseeled ee. SE ae ae eee (¢ (sees Be 

Carbon} ‘black;:8:by/102¢4 inches.....-- 3-55 - -o 2. ese BOK ssa: ne 

Typewriter, bond, 8 by 10% inches__..--....--.----.--.-_- Ream____- 

Typewriter, manifold, 8 by 104 inches___-_---_-_-.-_---_-]_-- (6 (eerie, 
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Quantity 
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c. Chest, Medical Department, No. 4—Continued. 


Article Unit Quantity 
| GVH ieee 5 Bae | 2s el Bal Ren Ea ae eed carte ag Pra Dozen__- 2 
PUG Seep an a te tae naun sa Ree ALE 2) ae Each__---- 1 
Tyna 1b ol (: pipette cee Sida at eee ae ues Seria ae eee See Sue Le seemed el [Ee d0_ 2-22 2 
121310 pokes Scpogerar nts [1 A Rita AE elie tei Rae Reamer, Dckieeb beers 90h oi jet P| Cows 1 
GTEC Gls ca ns ee oe oe oe oop ge ee Olas 4 
BI DHOOM POC WRIRGl oe ae. Sake Oe eee alee dos sis) 1 
UU Gh vt eaR OD eee te ae ge) ne ae Gomes: 1 
SPCR SUNT Da eee en eee oe a te pe domes: 24 
EME SLO ay oT Sh a pe ne a | doses 50 
Ptr CORD INION <2 seed faa a es es Paper-____- 1 
sands LUODer HOSOI Led <i Carton___- 1 
Book, note, manifolding: 
135076 Gig) areal Si. suis eg i ee mena re cel Raa ae Each___--- 2 
SG eee tii WR ee ne SSE Oe 5 oe Ra, i td [ln dottt Os 2 4 
Ink: 
Bottle, Hard Tabweret. . Seat eee Leh Mintel eloete Cierra Se re Goward, 1 
Powders Diack sis = oo. = ses eae oe See eee ee Mube seize 1 
IRGHSa Stele OSSOLLeGe 2) on0 a soos aU) 8 uc oe Dez ate 1 
IP VDOWELGL. DOLLADIG: 3.8 8 as ae eh he irl er os aed Each.____- 1 


d. Chest, Medical Department, No. 5. 


Article Unit Quantity 


Chest, field, plain, equipped with tray; No. 7, for sterilizer__| Each______ 1 
Crt Zoe isl ero VALOS otto oi ac ao ee oe eed ROIs: 2228 50 
Sterilizer,~drum, S-inch 224 “bs isaia- Seetnieis- Bares aca Each___-_- 2 
FATILOCIAVG, ISDOLALOLy ; Held seme vet wth Sa a i tesa dori 1 


e. Chest, Medical Department, No. 6. 


Article Unit Quantity 
Mest, field i NorGte 2.25.2. - 52. bed Aer ogartod Each__-.-- 1 
Motor generator, gasoline operated, of about 400 watts out- |_..do______- 1 


put, with insulated wire, light fixtures, and electric lamps. 
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f. Chest, Medical Department, No. 7. 


Article Unit 

Chest feld;.plain-A-lnawer. -- 2 eee Bach-_._ =. 
Cedarwood oil, immersion, 1-oz. USP reagent__-__._____-___ Boles 
Litmus paper: 

Blue;.100 stripsdUS Pireagent.-- Winks 

Red; a00 simipswiais Preagent, 20 oe oo eles des 
Pepresson: poneue sBoswortn. 3 ee Each_____- 
Forceps, dressing.5}4-inch, spring...+_--___--.---__--_-_._..]|__- do..248 
Depressor) LOneue swe OG. ee Ofna 
Syringe, Luer: 

10, mis :gradusted ta 46-ml S< e ses 8 et sas Sees Each___--- 

Needle, 21-gage'canula 134-inch..__....-_-.--__-.-__--_----]i.2 Gos 1802 
Blood dancet; automatic: <2 ~ i. 25s. s2 ee er eae ri to pae anes Os 
Bottle: 

Dropping, sO wr lekes hae He See te soe 0 ss eo 


N. M. 60 ml.—w/ground glass stopper and metal screw |_--do__-___- 
cap-diameter 33 mm length, including cap, 115 mm. 


Bush test tube, length 9-inch, bristles-part 3 by 144 inch_____|___ dose 
Case canvas for pipettes containing— 
Holder, needle, Kolle form to take wire’20 to 26 gage_______|___ aor a3 
Pipette, serological: 
OU Sra ee aes eS ye a oS eee ee ine eee ee doves 
10 eral Sse ee ae ae mentee Serer end eel GO:t 2s 
Red: glass GO mamas: so aa ee ASR ee on ee ee ee ee dot452=5 
Tubing, glass, 6mm outside diameter soft with stout walls_| Pieces_____ 


Wire platinum No. 24 B&S gage, weight approximately | Inches_-___ 
1.83 gms. per ft. 


Cover glass 22 m square No. 1, glass }4-0z_------------------- Boxes. .--- 
Cylinder 25-ml. graduated with zero at bottom w/spout | Each_____- 
delivering. 
Hemacytometer, complete, counting chamber pipette for |_..do____._. 
both red and white corpuscles and 2 cover slips in case. 
Hemaglobinometer Tallquist, 50-sheet book_-..----------__- Book.-_--- 
Paper lens Japanese 35-inch square, 100 sheets__-------.---- PEPS. 2 cece 
Slideamicre:75:by 25mm 34 proz- 5. =. en ee Otniz2cose 
Urinometer, Squibb, ‘w/cylinder- 2222 a rec ecedeas Each__...- 
Lamp, alcohol: : 
SSW flame shield: - =. Yo 3 sank ata cada [eee ¢ {1 eer 
SS Weslswicka-- 3k ttt seth 8 ae Saas eal G62 
Pencil, blue; wood fa 26 sates oe 2 ek settee saceen |e GGOzcas226 
File, 5-inch, triangular tapered without handle__-__.--..__-_|__. d0:27258 
Pliers, combination 5-inehis. 2ites¢ [i3.2p01e 8 ese A doxtisas 
Test tube block: stand 2223 ies Sedlaas DS cosa See GoiisaLs 
Benedict's solution testes 128 5 chee os ee dee Tablet. --- 
Romanowski stain, Wrights, modification_.-.-..---------... Vialoosse 
Bismarck+browa seosc-52 2-2 = cnt cue ceuceuacsuceeueueauseeneolone G0s52555 


Quantity 


= ee dO Cw 
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f. Chest, Medical Department, No. 7—Continued. 


Article Unit Quantity 
NPG GIvIONG, DIUSSSULCL foo an cos SeecwenctesdcuaScecwenane waneue Vialixies 2 
IGE S II pAdl Geese ns Ss ee Se Sub e e Sede sgewasen ots doiex28 2 
Grainiod tela SOlUGiON =~ 6 Ss oF Re oe eens lene (3 (eweaearet 2 
Bandage, 3-inch, 3-inch by 10 yds. gauze, compressed__------ Dogs 2c5 5 
Cotton absorbent, 1-oz., compressed, sterilized____._...-_---- Oreasscdks 10 
Gauze, plain, sterilized, 2 half-yd. lengths, 1 yd. wide, com- | Pkg___-__- 12 

pressed. 

AD PUCRTOPEWOOG PO: PLOSS2. oo 25 s2Seneu os soca stsccccessces Otnt2238 1 
Spoon metal for typhoid carrier examination 2 by % inch |---do______- i 

pointed to fit 44710-1000. 

Vial, 2 dram, shell, 75 by 15 mm. w/o cork 4, for typhoid | Each___--- 12 
carrier examination. 

Microscope, field folding, complete_-........----.--.....-----|--- doe. 1 

Microscope, dark field apparatus: 

Electric, complete, consisting of dark field condensor, two |-..do-..-.-- i 

4-volt 2 C. P. lamps, cord and plug in wooden case. 

6-volt lamp 2 C. P. required when 43180 is used with resist- |_..do_.-..-- 2 

ance. 

PECGRIS TONTCON LO lates ae tara ao rai eh nf oo es Se I rs (0 Dears! 1 
PPR Dome r bCi al OU- UR letras cari oS SS oe eee aS Pkeccese 2 
(Serres Blass oa NGli eee es SOey SIS  ee ee Bach: ves2t 2 
Test glass, urinalysis, ungraduated, 200 ml., conical for on |.-.do______- 2 

foot w/spout. 

Test tube, chemical 150 by 16 mm thin wall with lip for |---do___-.-- 30 

urinalysis ete. Takes cork 6 or rubber stopper 1. 

‘hoemers) plood Sergi. 6 o- seas. 2a Sessa ee waddesos| Te UDelceccs 20 
Alcohol: 

TOT a Sa] c\1g2 i 8a 0 ES |e Pee a a ceactanes fells ae 2 

HUEY MOG HRUTE CO fl Cl barre pn A ees See doses 4 

Methyli=pt. 8? Misacetone; frees 2a-2ses ssceseesseseesccec lec dO 224 i 
Gan copper-w/scrow top, 1-qt.-222222-522s2-2ss25cc5cceescce Can 8 
@arncoppersw/scrow- top ;)1-ptssssseseccesee eee wo se Sle esc dozsa2c 6 
Wiaterdistilid prqta2es .2ess eves ess ese ses csssseseeseese in So223 4 


g. Chest, medical pack, A. 


Article Unit Quantity 
ther (oranesthesia) fn. feca-sscnccedecanenaasa Stasuacaaneas eaclDeneaSs 6 
Hitiyh chlorides US Pwr 2 scloedso5 es AS SOP seo usS= 1 
HH OOUPOW Of Seco. ae aecwoea scasenaaasasdass ses eSesseeseses Y-Ib____.- 3 
Procaine hydrochloride and epinephrine hypo tab, USP_-.--} 20__--.-_-- 10 
ipnandage, muUslingyo-inGhs+2 2322222222 s522So 5.2.22 Sos bscccsses Each. ..__- 50 
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g. Chest, medical pack, A—Continued. 


Article Unit Quantity 

Cotton, absorbent,;compressed___...-_-.- Ounces-__-- 24 
Gauze, plain, storinized = on 2s ae er 8 ee ee 20 
Plaster, adhesive: 

1-inch4)..5 ae eer eer. aie Ae eS Spools_-_.- 10 

B-inchsee sae hn eS eeieets | abet ele doses 12 
Applicator, nasal ssteek: sercs oS ise tor! soit tint chy Bee oe Each_____- 3 
SCISSOPS; aR ORG O sake ne oe fon a a ee ae se re Ve ier 5 6 
OS TR oy ofey ose T25 T Peemey pa ey Een oes ON UA rte ANS PU TS dozzzx! 1 
Syringe, Luer: 

LOBOO 8 se en ee a Se Le ee ee Goi32 = 2 

Needle, 19-gage, 134-inch canula_--_---------------.-----.--|--- do82 3 24 
PONG he cas eae ae oe eee he ea ee Sees ee eeee ene ame Cosi: 4 
Pin, safety: 

TIQI2 6b seed ee a ce Se ee ee epeseee Cards-_---- 7 

Medium. ...55. 5. 6032 spseseirne Gia seats Yn ast resi Gout 7 
Todine swab, 6.-<s-.~2- =... 65% se howe ee erie bee Prue oe Boxes-_-__-- 24 
Bandage, gauze, compressed, 3-inch_..__----_..----------___ Boxit Sam 1 
MDS atststes de tiey Ebay HN fe Dtss re | REE ee I Ea ae ae Pkes cosas 100 
Mourniquet. Nel dete see bo as ee Each--_ 2. 3 
se Bovetopeey db PEAS Eccl 't: Ce Rete es aoet es ee eines bee nee GAME RES 9 FY dozt 1 
Venereal prophylaxis slip (Form 77)_-------------------_-___]_-. Gots ae 100 


h. Chest, medical pack, B. 


Article Unit Quantity 

Packet, front-line: 
INO, Woech ond aan eee aes coun ce ocean as on ee eee Each__.... 40 
INO Soop ora nee Oped ioc Sane Waa ae ee eee can eee Cae ee (3 (cee 40 
NOS8 224 oo sla meena ee Conran cece shone cece comepep rues Gezs2.222 8 
Bae, hot: waters. wedcs. oko he i ea eee eter M0. ee 6 
Bandage, triangular, compressed... cece sotto ccoeceece os dees: 24 


i. Chest, Medical Department, No. 60. 


Article Unit 


Quantity 
Chest, field, plain, equipped with tray set____.__.___________ Each____-- 1 
FAT CONOI GOnatHnHe st-a= scoc so seek ee ee ree nee eee Opes i 
@recsote, USP 2s 2 verd 2 Sct te a a et aetna eaten: dene Ounce___._ 1 
AGU ZENO US Poe ce cee te ea ee en ree oan ee Gossiees 1 


MEDICAL SERVICE OF THE DIVISION 3 
i. Chest, Medical Department, No. 60-——Continued. 
Article Unit Quantity 
Wiercuiyatcily eet eee. Nae 455. pies ah eek ee | aaa 1 
COME TAGS Gane 16 2: ee le = a a ar ee 5 |) eee i 
Procaine hydrochloride, 34-gr. hypo tab__-___-____---------- p.,) eee 1 
Procaine hydrochloride and epinephrine hypo tab__-_-----__- sacs te 3 
TTIOO. TINO DOW URES «2. 8 on et Sues ee Dibscwssui4 1 
PRISON OMEN TURD co. ean no ene oon eee ne acoeenns NO ie 2 1 
Bitvermitraterandiformalin: .. 2 ....2..--.-.-- eck Boksssces 1 
@otton, absorbentsicompressed 5 ne nae OFse. es 2 
LUNG ATG LS TEISEY 22) S50) 12 2 Sie ee Each__.... 1 
Forceps, hemostatic: 
Fralstoad=mocanito, straight. ..--.--. 2-2-4253 do:c.0204 1 
Woallvestralon tert 2 eR fees i fet ee OO ee 5 dot _=254. 1 
TEMA SIEGE TTS Cr 725 C Se ee ce dose. 1 
Needle: 
Surgeon’s, regular, 36 circle, sizes 12, 16, and 20______--____|__- ro () peer el 2 
(eitenine ssizoc Nalf-Circles f= - case annonces eacecaeb-ss-|oa- do: =e 2 
Sdissorssinis: Tull-cunveds. 6u. dates deesae sea accnnhooeeauec} sce Cs (age a 
Suture, catgut: 
@hromieysizesthi2: dnd 3... 222-506 ste nes 237-22 Shee Tubes..... 2 
PPLE CRTs TG DR Ca Co U3 U2 eee ee a cK (6 (oe 2 
Syringe, tonsil, laryngeal, and dental, 3-ec___-_.._.----_-_____ Each.___.- 1 
TATE CoS Fe 10a AR Re PRE SO a Tg Bottles____ 2 
PES TOR VES GHEIDsoons otcs ee ote oe ooo san boca echoes’ MaCn=. ooo 1 
Bur, angle, handpiece, Nos. 2, 4, 6, 8, 9, 34, 35, 37, 39, 557, | Pkg_--._.. 1 
558, 559, 560, and 568. 
Bur, straight handpiece, Nos. 2, 4, 6, 8, 9, 34, 35, 37, 39, 200, |__-do_...... 1 
202, 221, 557, 558, 559, 560, and 568. 
Burnisher: 
INOS Gey, SRE Tae ES Ee Ss Oa a Sa Sp ee Each...... 1 
ONSTAR STEED 1 eeeg ee SERRE A eee aR Ss ee eS eee yO repre ies doz.cee: 1 
Cement: 
CG S222 C615 FY LR a pa Ea ee oe SO RI BOkcsiwe. 1 
IRENIMATOTNCALNOTAv. —- ote u as es co ossot oo Soa Seo ps C5 (7 liga i: 
SHIGA LE CSCC SS = SS Se a eet ae i ae eae mene er Bach....cs 1 
Mateptril = Catal nese rs er ee 8 8 te Bottles_._- 2 
Shades, 25.4575:16.56, 10) 1113: and 143k Ss ae G (eer 1 
FST IESE zips be aa Ne ae a name SP [2 Goscecss 2 
Chisel: 
TTL G1 a3 CI Sg 2 Sa ee ne Each...... 1 
iWedelstaedt; Nos. 41 and 42:-.- =... =e | dousecc af 
@lampywNos10920): 21 (224 and 23A.__ = 2s ef dos.cco= a 
@leanerseNOss 0,2, SNS be- sts ee os ee sk eee Bkgge os 6 
“SET GULGRIN OSB e261 Yl a a a Bach_.=2_- at 
Disk wapanele ss saeen se 52-8 Ss ee Boxss2- 2 1 
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Article Unit Quantity 
Dissolver: 
BrCOs costae ob puneo Lene Each..-..- 1 
S-CC nC 36 eee Ee Eco te See ee dos2tery 2 
Drill; No, 1100, straight}. SS OI SERS os: Pkesis 1 
Elevator, Winter, Nos. 122, 123, and 137___-__---..----------- Each__-__- 1 
Engine: 
Oibrrse Se ROS) oo eee erent ee Bottle____- 1 
Woot: . ieee oi eet te et Each.---.- 1 
Handpiece: 
PAnap 6 See tae et ee ee a dost0238 i 
Straightin2c2 82s be oa ee GO222k 3 1 
Excavator, Nos. 34, 49, 50, 57, 58, 63, 64, 77, 78, 79, 80,and 81___|___ dO25223 1 
Explorer,}Nos.-5y(6) NG: We 02sec seek oe ree coese eee GOs see 1 
THIGSse OO Wards see soe aseece eee Spool--__-- 1 
Forceps: 
Rubber dam: 
Olamp 2 ecenctbteccscewad cabs kee Each.....- 1 
ETT Ge et nee ae re ee eee noe dos 1 
Nos. 15, 18R, 18L, 65, 103, 150, 151, 210, 215, and 217__-_----|--- do 59s3 3 1 
Gutta-percha: 
High: heat, j4-602sss Sse ae er SE SE BEB Bowe32ah 1 
Temporary yW-OL Wes sssseseseesesssswenseteoeeeesesemealess dO=stzss 2 
Holder: 
Cottonsieec RS ible Sa A oR Bh a Each__.... 1 
INDO ONT Ye ea tate en es pane ne sree toe eee dole 228 i 
Nap icin teeees So SS es Be OS AE A ee ee dolsie 1 
Werve brosch eo se o20 2s ce ees eo eS ee COS eGo 1 
RUD DALAM a= sean es oo Ge ene See oe Le ee dosciJse 2 
Tamp; aleohol pew 2> secre sesso see se do2icsss 1 
Wick! . preveces bvadlecc scsscececeoesserccecesssseuencssssHes dozi.cdd 2 
Daneet exact, INOwle 4 2aciptecscadesedeccusdceLeccsusseeetalaee dOSosess 1 
Mallet, plugging-20% tore ccsesszsceserssoseesssasezeressesesees dozsacz2 1 
Mandrel: 
No.:803; for anglé hand piece: 22222ccccecesseseeceerseesefee dos22H2 6 
No-308; {for straight hand pisces 222s2ss 2222S dos 6 
Morgan-Maxfield, for straight handpiece----.-----.-------|--- Go2sssce 2 
Wrechanical a hin et aoe 2S aS Oe Eases SRSA EE Gosstse3 1 
Mirror, -M0uth. sen) 2 docscseoecs eee pcos eee eewSceiecewewned eed GOcwscee d. 
Pliers: 
IN0;:2,:0TOSsin gOS = Tne 25 anos Ne en an te er ee dos 1 
INO; 122, ismooth beak; OM 00sec sassescese eee eee d0-22.25 1 
Plugger: 
EaAdMOreS ANONo tet ees eoarccrset a eae Tac re lee aie i G0. 7h 1 
ROOU CARAISINOS s¥ BDGIO ss acess sas a sts ese ee ene aaa 02222 i 
Woodson, Nos. PONG Brsdsseses sss eae Seas eas eeeeartace dossiers 1 
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Article Unit Quantity 

Point, straight handpiece, Nos. 183, 186, 226, and 234_.__-_-- Each...... 6 

Point root.canslNos, 6; 8,,and, 10... 2.2 o 2c ene ollowdncaeoe Box 322388 1 

OMSHErS REDMON CRs tes soe dsr ea eae bed: dove 3 

LOY eda eG ES. ne SA eae en nr a Each._-..- 2 

Vea] 00S Ro Se ape a el aE RE 9 | 3 dower 1 

IRCCS ERE A 2S ea neem. 2 7: PEgsisie2 2 
Retainer, matrix: 

ING); Toes tL RD ENS Bee eee ee ea ee Each.-...-. 1 

iGHsniG. band #20CGIUMN - 2 o-oo ane RCL Preiss 1 

Malamband medium. 3 5-3 tS fen) fete) etre bel dorks. 1 
TET a oe) s Goss Va aCe EES ee Se a i ee Rolk 2 1 

VEE DT eS ees ee a a a Each..-... 2 
Bandaraes:varnish::2-07 220-0 ee cee es Bottle__..- 1 
SENT p SUL 21D Ta ce cee a CS he OE A i a on Each..-... 3 
Scaler: 

NERD AITO ya =o oe Re [eo GOs 28522 1 

Pyorrhea, Towner, Nos. 01-5, 02-6, and 04-8____..-._______]__. dOzss2cc2 1 
Ronee lLOPmnNOgte a sano oa ee doz. 5: 1 
SUE STS) eG) SPS [a a ee a ORNATE aR dOs.2- 54 1 
Spatula: 

CC CETES(C1 aT, Se SRS eee ep a A a aa eS VY | Bl G ( ee 1 

PRGUIN LG ete wepeieent ola eso one os et cnen cence CO 1 
IEEE QUOC Sect en ee a oS Le a doe 5 1 
Strip: 

COLT GG see aN Si ene UP oa ae rn a 15 {1 ee 1 

Polishing: 

WIGAENOtereeeerese Rina ss) Jona cosasu uae spaces (oC eee 1 

TEATS) © Se ei SS (Se a RS RE | lh OU San 1 

VEG GUERIN piper ete ee a Goze 1 
Syringe: 

Dental, needle for, platino-iridium, 1-inch and 15-inch | Each__.._. 2 

canula. 

\EETCETSES Sop ko pp em a A eR eee eked | don 52-3 1 
HIBS LEC RUG Gi 0s Gis a Se et a Pe ee eS | Se do 2.22 1 
Wheel NOsadlla dUesa04, ANd S05... 2 2 2 Pe a Gi eee 1 
Witte, DLONZOs NeabUnese secre 8 To ee Boxer 1 
BROWN ese eyseyen see Whe ae on we ke ne a Each__-_.. 24 
LBS TUTSLEL “LST 0 |p LCR a A RTS CR | ae (i (1 Sere 1 
HOU Pa MITILOpHORDINE: Ma. 24. soe ean Cone we to eee Baro Ss 1 
LB GCE SUS a 6S TACO ER ae I Hachesess 1 
PENSE CSLOIOU INO srL SO teen Oe ed en ee Pky +. 1 
Paper, typewriter, bond, 8 by 10% inches___________________ Sheets____- 50 
PCD GUN een inte aes ee as. nae ee Each____.. 1 
PRhormomoteenGHnicaler==-025.<-)- eee (31), eta 1 
Sutureysilk, braided, /3isizess.222 2205-22 su fe her s Pk gicre 1 
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Article Unit Quantity 
Rubber sred =. sate Se Be OO CARE PRN are ay Sheets__-_- 2 
Basins rubber: ee ne OE See Each___.-- 1 
@up; enamel wares ects 8 a es on a ge ae Goprsdte 2 
MLONG SOU; veri Ghat e  e e goo ke 1 
WViortariand pestlesi(-cmie ts 3 = snk eae ne 6 1 Tepe ee 1 
Sterilizer, hypodermic needle____ nen fan do=- 855 1 
Sterilizer; instrument, 934-inch =... se ee doisisien 1 
Wie}, Passi siOD DOR QC ee ee 6 fo Wien 6 
Report of Dental Service (form 67)... do fceds 25 
Register of Dental Patients (card) (Form 79)......-.--..---_}__- Goss br! 250 


j. Chest, Medical Department, No. 61. 


Article Unit Quantity 

AOL SIV ALOCINONICs cet = oe rc rn ee eee ree ee Pound. --- 1 
ASDOSUGS; HUero nee eek tae eco omene meee rene tesa cee GOs % 
Pumice; ne powder tel. sob oe cease o tenes Oimrs cs 1 
SOI aves LO eer en ee ae mee a eterna, ere ae (84 eet: 1: 
Base Plate, wend DUS“ specees oe soto epee oon a coene eee BOX eo 1 
BO W2 Dee TOTEM sent oe ee eee eee Sea op ene cae Bach-22--- 1 
Brushcamoets hair qmail oceeet set cate cee ne ee ee ere beens GOre=s0 2 
IBUL; VillCdiiths IN Osc a sent tcen oe care ete enna ncoe eee WO ssees 2 
Charcoal plockss'sDyio snChes=s ==> 2 on see nee O-faeee 1 
Composition cake, % Ib. modeling----.-------------.-----.-- Boxes. --.- 2 
Cone, felt: 

1S LO 3 pe catia ape tart! oye apopl niespeatcyeauecl ens Rt can fae ia 2 kabel Hach_-.- 1 

INOS OSA re cece tame ce Cae oa ene Saoe ate Geren ae ane mee GOssecce 1 
WONTIMELOL ALON Wilesr SO oe aon cn ce ceee eae ron tcoreonnete Spool. _--- 1 
PlUXS OXIME see een een tee hate ta honee ete oeeeaeetenaeee Bottle____. 1 
Machine, casting: 

CRNCIDIQS Sooo area tinate nee eee ce ee eae tee eer eae Each__...- 3 

Wniays sk rales cmc eee coe cee ee eC enaruae eee fee d0Ssoeee 2 

Saddioraria prideen task = cscs s cametes eee crenee eeteeme en Sea 00. eee 1 
Wandrel; INO. slc; tor Stralgue Mp. cs-c en cn ecceocesnccecchoce MOzsct eae 3 
dN Ro) LOLE TN: yge LoS 10 feethctal pga, pcmcia Nt A oat fading arate Lane ties ig pee 1 
Paperiarticuintinven: soccses es ee sea cece tee ee eset cceeneenee Book 1 
Pliers: 

INO? A SHR OONLOUNIDE 22 Se wacko cane cores soca oat cane weee eee Each_.-..- al 

NO VIG pCONLORTINE: Lteeca sc nc on cere -c aucun one ccrcarseelaee GO: -cs-ca 1 
ROpAalr OULN Grass ae pec oe ence coer cee ocean an nnecseunectorn Gossecc- 1 
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Article Unit 
Rubber: 
COG LG [BENS eh DT pel ee ee Boxsa2e 
PSIG OG ca nOs De econ Assan msmenarnnnaachancsoeaeal ue Gokpaees 
UN SURG OR ns Aeterna ok ce nsemanananonmelliod doxc..5 
BHOMESSCTOVET SOLOING Ge 3 aco na wanwannwececaunucasbeest a Each... 
(SUAS GRAV) 6 pak 2 Sap Ee le a Pe pe fee ep Chr = 3 
Wirleanizerithermomoatert 266. ot ee Each___..- 
Gx nase plate Apel eat fe oe cemecnnnncenaceusee Boxes...-.- 
Wheel: 
EN Geena ORee  RE Ne eau anaucucenmemadincenn Each_...-- 
IN GUT, a SRSRE SS ©) 28 IS AAS eae ree CeO eee eRe IR 8 dass 20) 
ING: GUE 6 8h ceyar ea ee a ae ree aoe ae BER Gee 
UN eres Oat yn eee a Oe eo ndnoaadsucdusenuowrss ae daeabans 66:24 
BiG yarcl) (epee eee Cee ae oe en TS CS enetnunacuencnalaos do. 252238 
Nich ant) Cree cee he Se a ou secanneauansensenutaed dQi22-228 
DPIC GORNSOtso ere ateenas Sete Oo ce chek cea deca] (5 (a Repent ape 
SRT Ce CCAD SCS eNO et en mee te Sh ee ea ene fe 7 i eee 
De NCH MIOCENE PE oo oa a cue nace saeecacaaesocacese ees: 6 (ee 
@lothvbuting O-inchs= 7. eh seks ai se eee]. rs (0 Sa 
GIP INGS acter aces oe ea sate te oe kk oe ee G2 228 
PCG aeIN Oates ne te Oe a Cole couse haemameccsetires G (tomer 
GHalke lel wNEODAred iW. Sek sete 7.282 oo o- oo kee OtnDt.:2 
ANE OL er OLED Ye arate te nn en eacccnceuenennce (ach==- 
Articulator, crown and bridge SSW-5-_ ___.--_._-------_-____]__- dée7 24 
GAPE CR Te OF ie Se le een ee ee | bet do. 33 
RUT QEL ERIE COR tee eee ee ce a ek Gorse 2 
File: 
Gold sHalerounGe es 4-35-85 oon coc enncecseaess dors. tk 
MiCAnI TONG QUDIOIONG .- . a2 5<— noc waoocdessaccoacpona---a}-o4 dol an 
LHISHOR SN Onions Set eee os aL wenn anna see ee Sule Soy do. 22325 
Knife: 
CORRUPTS TSN shes 5 RR (ERIS nc neg ee RC ps Ses e| dost 
TURES, ISIS WRITE ROR OARS a ge cece | | dos2asc3 
Pliers: 
IOnsO@eROUNGINOSOS. 224.2 oao23224 52.53. see bean | sb doxkzt iiss 
INO cee SMOOUDIDOAK, OLUCO. 5-52 asses ceccaanonscunawecalsofuan dose 4 
@lsspibendinges i Wold. soo <2 net bose cluscenec as | eee do: 22324 
GMI NEC RENTON earn fos P abe er ea wos eae can epee (3 (6 eee 
IHUIS aI Gee eee tee na. eee ok eon cue ebeud Bundle____ 
Spatula: 
TELE GTS Sohn at She oe BER oe Ee RO a nea a ae HMach-22 = 
\WU gr STEIN ow): = pn Ss I pa as ene ey BL do:32h: 
AN VES. LSESTS VE I= Gh ee NRE SP CRS Re a [ele doz. 4288 
PRON ES SOIGCIINE NO Wr4icc ac wwe woe cdecooncsueccneebavecselouc dose 353 


Quantity 
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Article 
Tray: 
Crown' and ridges 1-2 ~~ 32sec dots 1 
TOW6rs ae a a eee ee ees ase Mois 1 
TB TS on re ASB oe Fn a Se Ses hg rl ee es eh Gee ee Gos 2itts 1 
IBIGA2AS Sa AGA on eo oe sesso see sases ope Gis 1 
BIB =26EY Memes GORE eo oo eee Se pa oes dos. 2s38 1 
SS Wiis a eS a oo eee ea jsceoes bese se dossesit: 1 
BS W2 p22 SS. foes och arcacscscezasscweusscscestes at Go0..22885 1 
SS WhO ae BARES LE BEE set ban oo anaes a i nein Seale °c (eee 1 
Me bal, Seal bes sera oe SEO ke 1S oo ewes arosaeee Rolie anes 1 
Split hinge, Smedley secs ees e a cace seme renee ooeaeaute Sebicocssss 1 
Upper: 
SS IW eae ak ot eS Se Each_____- 1 
STS YE get © SR ee nee ars Sih pee ene se Nee AD iss 1 
BBW bic =. SOR ie ons en oe eae eee ease swad ees M0 sesecar 1 
Trimmer: 
BA pia Aaa tama; £ iene pascaenge pepe pial py eee ate oy Nt erp paras aero oP ee dose a 
INO NOs 4 sae Bohs os on Se ae aeaeee seb sae bees ee doses: 1 
Tweezers: 
Bis es ee SU eo bas aoe en ce eeneacenneau a tee GOs 1 
Tyee Beco AG. Secs een eacts cbnenbasesluessaeeetecs ro Pee 1 
Wax 
OPO WTS oc PRR i oo eh aed eek be Seba eee Boxe. 2 1 
Inlay. eo eee os oe es see ee Sass derie. 1 
Mowels hand seek se tos ae oa eS eeace sae beaaase Each____-- 24 
Pliers: sid bicuthinitrG-1nGh os os5 so a ee cea dO. 2738 1 
Investment, compound: 
Ohtepcar ee wete by eyatal Foy 111 | ee cee wr eee eto a eee Sener Tinea st 1 
Tanlaya sly eS a iia a a eee doo se 1 
Plaster of Paris, modeling, 4 Ibs..each____.------_------_--__}_-- do. 5. .0% 2 
Pllersslaboratory cx. eee eee case ee eas Bach: -=.=- 1 
PROTA GS AS kn a a ne a dos tts 1 
Standard setiotchucks: a car iaed Setiz.3-3% 1 
FSM Moree eee ie ere Each2._ ==" 1 
Tripod, iron,,6-inch, knocked down... os sr G02 SFR 1 
Articulatan,.Gysisie 82 oo oa eee ce eut cess OR ee dosces 2 
Wrame, heating. ser eo secs Go Bs Dante saa 
Gold: 
GCastinetinlarwardw §.2 5-25 eS Ingot (aiiat aie 
Linguslipar; JOng,-2 dwWessesceecasocenscee te coneeSecceeasS Each -@)=2|bsa see 
Plate: ; 
DO Oi, aN ses So a en eee ae eae Piec. o{*)2 et 22 e .. 
EON RY (6 Kin Ry ERICA AR TSE SR aR eae yO Sir Got hei Aa aes 


* As required. 
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Article Unit Quantity 
Gold—Continued. 
Solder: 
FAG Feceee ats Sa nai eB ee es aman era Dwt ayes tieest. Gh: s 
(AS te be EP ek Oe ge ad (3 (0 pe ees eat | pont et aD 
LN ae: RSE. © AS ee ee a Son aE CONROE Sc AR 2 oa ee 6s ears passin 4 
ATENEO TGS CS ES aT Cs 1 Pees = 2 LT (3 [a vessaen et ie thereat ® 
Lamp, alcohol, large, modified, M.F.S.S___-_...----__----_- Each___.-- 1 
Wachineseastingperfection (7)- .-i--..-------<=.----w-s-s5-|en4 do2ta2s.. 1 
WP Es DIG ini eae teens aoe ee Ook Se ee dois2254 i 
Raiser NON Gl oes Se a a eo eee Pee daa 1 
Vulcanizer: 
@onmrcssoraClampes: =o 6 ee oe a oe a et as (3 (0 eyes 1 
Missk-chonch=munhan,.22=O.- 22 cad aan wanerdeenaatoce don. 1 
Menciindelle=saeerne ns SES ee no ne load (ole eee yie 1 
POOnMNEVOISae cige ete eee oes FS Pl aa. ee doxwcies 1 
Pliers, adjustable, automobile, 6-inch____-.__.._.-----.------|_-- do.282 1 


k. Chest, Medical Department, No. 62. 


Article Unit Quantity 

Articulatom(eysi-sim plex) 2 a ee Each_--.-- 1 
CIONGEALO PEE ASO Noses tenn Janes satcacnce ecacatoantea tans do..2 se 1 
PTOSS oo. oe eee ee de AS Ss ses bees sess sae oe te SUAS dose 1 
Vulcanizer, kerosene, complete-_-.....-..--------------------|--- doss:.22% i 
Gowns; Oneratinies 2 bas edness codon ta SR ap Se doe 2 
UNG GLC ig 9G (Eee ee ee) ae dose 12 
athe, Nand Mae Sy Possc cu cce seuss c cco sso so eee eee d0s2== = 1 
Bellows, foot power, 11-inch: = 22 ssa cesses fee do:=:=32 i 
“sArbor, emery; bands; 100 in box... 2225. cesses Boxee i 
Plaster of Paris, impression, 4 Ibs._.._.-.-------------------- Tint A028 i 
MICONO, ALULICIA, 4 DS= ton et rs eo cet seeee [ae doz02.* 2 
Crowns, facings, and teeth, prosthetic assortment No. 132, | Set_______- 1 

M. F.S. S. 

#icohol, ethyl, denatured, 1 pt_. == -- Tins? 7/2 6 


* As required. 
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Article ~ Unit Quantity 
Chest, field plain, equipped with tray, No. 6 plain_________- Each_..... 1 
A GiGi onin Wa RIP see 8 eS uo o5 ceea ob aac er ebeekeecee’ Pound-..- 1 
Aloimeomponng Wansine ooeso cose ence ae sale cask eseeeen Dozen....- 2 
AMMGHIis aroma SpITIt DUS Pewee cece ee caw ewnwlos Pinte 1 
AmiMmonigMCarpenate US Pe sence awences Ceca Geer bee Pounds-_-- 6 
Chiorathydrate, WSR too. os toe ea eee a ne Y4-]b___-_- 1 
PetrolaturmS a Peo 8 oe eee ate ase Ae Pounds- -- 2 
Soap Hsolt- tess ON ah. Se eect eee ec ete ee eae Goes 2 
Cotton;absarbent;ieonipresseg.. ..- oo cu See eee Ounces___- 15 
Gauzer-plainstepilizedst -.3 5 oo ec chon A ee eee Pkeso so 15 
Stopper rabber, Soud INO: 2. scsi sesskwcaccucwancterwee wien Hach:2 22 4 
Towel Mandan cee Sie cce nn ce ceed ae eRe cenn ake eee ee GOs 6 
Soap ywwitp, clog coe adescorn eee came neuer Eos Bars. Sustis 6. 
Apron; Pub Denizodt ores eee come eee bee Each-.-_-- 1 
Miatches; saietyecteus 2. ccc oecccde ide ee At Boxes. __-- 4 
Pin SsAieby cm OG IN sn so eee Cards-_.... 2 
Spabilaie-inithes eo sees. . oct ae cee seco aecuaee nies Sen eee Each_._-2. ‘I 
Toolamiversal= =.= s2i2.--2c--2 238i s eee ree See dos. 25 1 
Case, hypodermic tablets, veterinary (for detailed contents_| ~-do___.__- 2 
see contents of kit, vet., V. O.) 
Gasermallein: testes 05s to. sada ect ee ees dozt=e2 1 
Catheter, horse: 
Stydetsotecske ate se Boe Se on da ee a eel Go.zesci- 1 
Float, dental: 
PAMID THANE SUS OS tee set cbs oo bao ee ee Gos 1 
Wiloiblade si oe oe ss nn he nn ce ater Ce MA@zesics 2 
Dae ree ee a oe eee oe ede dosssases 1 
BRAS WG Cs. cide ake ec ene ee eee lr Sams GO. ss 2 
Straights Wes. Tyeeee st Ss Re eee ee do. 37 “1 1 
Gun} ballineeet 4% oo. cs eee co kb ee dOzcu-ts 1 
ORME <1 Seth oe ee eco Pounds... 2 
Pump combinatione: <2 ck ee ie eo ee as Each_._.-. 1 
Buttirestape, linene were ese ore sees oe eee Rolls: 7322 2 
Syringe: 
iDose;motal PArounces.. cfs Sees ce K eco eet eee Each--_.-_- 1 
Gy pod brimic; Geer. bs ss ee ee ee Q025. ted 1 
Thermometer, clinical, veterinary.-........_.---.----.------]_-- do. 6 
Tube: 
Stomach shorseles eet he Soo ee eee eee ee do. fea 1 
BUVOU cs Sess terete beet ee eee ete eal Dee dos. -223 1 
"Trachesifself-retainingeccc coe cece a meee eee dont 1 
Cresol, saponated solution, USP, 1-gallon-..-_--.--.-------- Wins: 5-22- 2 
Jodine, 15-gr., and potassium iodide 22.5-gr___.___.---------- Tubes_____ 100 
Lead acetate; compound ‘tab. 10: 5225-22 ce eee AGs=522e% 20 
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Article Unit Quantity 
SEAM EHEC a COMMMOLCIAIS F-pUe ans eet ne note se. ocean ene Pinge. 2 
Suture, sill braided; disizes:2 2.2 see csee se Pke22==- 1 
Container, metal: 
IN Oa4s (hols Sica Gigs) — >= set a teh enn Renae sone eee Each_____- 4 
No. 7, containing 500 mercury bichloride, large poison tab__}__.do_______ 1 
ING Ea COMUGI ere coat tr non ent ene en oust ape do... 3 
Alcohol: 
(OST me ese see eee peel tempest apepiaelpm ile yh rea Qtrrensors i 
(CORTE G lapped ee apap apt aaa eee pelea | fei 3 (eae 2 
RET LCREISET Clay OCC ener ieee emer tet eee Fach: 2 1 
PI UnOwUlnCre DAkCllOn ses noe tan ee een cn eh te (3 (apace! 1 
Va Fe OO 0 1 sey tn agra ep vg ee ptt eal pe Seep eeee| pbb (3 (9 popoesadhs ag 4 


m. Chest, Medical Department, No. 81.—110 pounds, 5 cubic 
feet. 


Article Unit Quantity 
Chest, field, plain, equipped with tray No. 6, plain_-_---___- Each..___- 1 
Bandage: 
Canton flannel: 
3S 1) Nee a De Ce See EE ea ee eee ee Dozen...-- 3 
PSTD Ae pe Ce a et aa at ple Pn Epic [nit (300 Jain lees 2 
Muslin: 
Rebh Cheeses aa Os eet ce ope e Lecce n oa sesa swe doh aen'aee ues) lSe GOnsssce 4 
Tre) 1 es Ee eee ee eer ee etn eg. | Cae do.s2s8 4 
Cotton, absorbent: 
@ompressed-sc cast eee eee Ounces___- 85 
1801 Maes. ees ess ee St ee ee ae Pound-.__ i 
Gauzes plain, sterilized ..--no2cncaccc cect e case sete nce te PEgs222223 34 
NS CUI Ets S GOURD eee ae rs rrr eritrerere tee rere cerere ei esate EBach.22:- 4 
EDWIN: | UlbOn CORLSO® 2 = pec onteectcuneet eee een esse Balls_-_--- 5 
Battery, dry Calls Ss) hanna eee wee ee Each_---_- 2 
Wlashilig passe ae re ae aca t Se cs con i nean nana se [ace Gossoues 1 
VGN ON 0 ee eye cer See eee eee) doztwes=8 2 
Kit, horseshoer’s (QM) containing- -.-.---.-.--.------------|--- (6 (0 ee cs 1 
G@utter;iclinch,'6-inch (buffer)... -2222--0ee nena e--t.|--- doi. 2 1 
Hammer; shoeing; -10-0unce:- 22222-2226 eeceee ewe sene nee =] doneusss 1 
Nene, SHOOIN Gees Foe ote eee eet eae GO..-- 323 1 
INippers: Cutting? 14-inch -) 2c. eee cae ete eee e ness | dort 22 1 
Pincers) shoeing? 14-inch =... 2-2 eee cence eee Lee RE does 1 
Raspasnooine. LOinCh= =. 52a 2 eae sob sa--=s 55a Gh esas 1 
NAD SORSCSHOQMs oe as tas oo nonsha se neo eu tame awaeaeaa ts Pounds. - 2 
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n. Chest, veterinary pack, A. 


Article Unit Quantity 

Acig DONG US Be poe sete tee eae eS ctaepateee tema Pound_-___ 1 
Alcohol; BB Pas oct oe det Stee ee eee nskuieenscceuasks Quart____- 1 
Aloin eomponng: Capsiile i o22 ees eee oe oe ele ae Dozen____- 2 
AMMOnivmM Carponate. dS Poss 5 eee Pound____ 1 
Gora Hay Tae Sas Pes cat a a a 5 A | oa 1 
Cresol, saponated solution, USP.-...... ae ar Quart_____ 1 
Poetrolatumyue bees ee on eo eS cen ecosaascus bom Pound____ if 
Bandare snuslin gine 25. So 0e o oe ee ee anaes Each_____- 100 
Cottou;absorbent, compressed: 222-2. 2.coe2ecesenecececaseee Ounces____ 32 
Gauze; pIBIN Biased s 5. ncn dncancsecnsosscccnacessne Pkgs:.. =. 12 
Siture; sdk ypraided oarsess=- oso acaceanone cuoeeenassu ees Spool_-__-_- uf 
Stopper; sup her, SOuUdS ING. 2: <5. 2 cao sce saccaceeecese us Each______ 1 
TRO Wye Se ne ee 6 Cc seep 2 
Soap; white, oawnes= = tos aaa ae oe ae Bare: 33528 3 
Osicnin Ae ee 231 toe 3 OE ea. A Pound_-.- 1 
Thermometer, clinical, veterinary. -._....-...-.----.-------- Each__.._- 2 
Iodine, 15-gr., and potassium iodide, 22.5 gr.. USP__________- Tubes____- 50 
Lead: acetate:compound tab, 10. =. 2 cee nkoccu coco G0s.22—= 5 
Container, metal Nos4| 22. sce ep eoncebeeeenesnaces Wachs = ss 1 
‘Tray; instrument; lave inchs oss tesae soos caecede ee oansdecce lore 10. 1 
1 


Vial, glass, 60-ce! Ss. < See OLE Lee ER Rew eee Redo seut fb 


o. Chest, veterinary pack, B. 


Article Unit Quantity 
BTUs, Scrap tes toe pan ee ccsepaseoscans PAS ees Each__-.-- 2 
Battery, Gry Colsme-s occcuaapccapeesssseacacspeepaneennce oie. Gots 2 
WMashligng:: oo seste $i accesonoeaeeeeseneeesassenacence lie Osta is 2 
TM EASY AE (od et a af oes Sr a SSRN a a er oe a |S 0.--. Avs 2 
Matches: Rarely atate st Scot ce eee en eae ees Ue Boxes.._-- 4 
OO), TP OrsAl eisai Sete. colon ene en coe ee eee ee ae eet Each... ..- 1 
Container, metal, No. 11; for kerosene.............-.-.------|--- doses 1 
MiQntenn eRe eee Ss ee oe ok pean ecennespaneaeaniees GQes 2-25 2 
Lanter globe, Waller! 2.22 occa os oseckeebasconse siistewewa> SILEE dosts.5 2% 2 
Nbantern WiCKk.. - 26-1 = cop cocasnnorsneupepeonsceceeemet sions rs re 4 
Nails, horseshoe <@M) =~. osc nn bccccencsvcesnesaecuaxutted Pound_-__- 1 
Hood 4 $2 oo. eee beds peepee eee eee pesen ence sane Each..-.-- 1 
Rope, Manila, 44-inch (QM) ..<...---.---- cence eet Feet... _.-- 100 
Shoes, horse andwnule) (QM) coc ss. o eon cop cease cas costae Pounds__- 15 
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APPENDIX V 
UNIT EQUIPMENT OF MEDICAL DETACHMENTS 


@ 1. HEADQUARTERS AND HEADQUARTERS SECTION. 


Article Unit Quantity 


Chest, Medical Department: 


IN Ooh ben te ee See ie EE Sok te econ enon Each.....- 1 

UN Cha oie le ia te ee ee A aa ass oe ee Goss s- = 1 

Tn yer UES Ss ae ee eg AE eS en OE ae] Be d0ia= 1 
VISLOL SLODEIAIN OS SOG. Sano en Hee ny plea Rare in eae (: (cee 1 
V APU STAD (oy pee or alge a isa a eR SAC IR eM] Gee ee 1 
IS}aL SS GIS eee nas Aa ae ae are ene pho eya tne fF 9 dos = 1 
(SOC WOH 1 ate el i cit IN cl Aas Nl 5 SAR i oan ie | (AA G (eens 1 
Tent, pyramidal, large, complete with fly, poles, and pins_-__|__- doses 1 
SIGE INS sree Cetera Ee es @asew se. 32 1 
PAM GleSGhes Cee ss Ae eS rk SE SEE. Jk ee Each. -.2.- 1 
Litters: 

PRED THUEN POLS oe eis = nat 2 ya walso ow ne onane coe rE Waa aeeeoe dof 6 

NAT G UB GABLES a ee ep ic i ay la eth WE Gqre 6 
PACU LUE CLV Oe Maa ocr: Soe tare eee eel SEE Sees ere (ola pe saat 1 
IGE: WELL SIOLV Os a2 sae ene eee EE Se eS Se ESE dovnt 3 1 
SHOUCIT Wipe SNA Cle ss eS Se tomen ese e oo LN ee eee ae G (0 totem” 1 
TIO GUS ee Cr lec rte CIAL Ge ee cee es ees hs Ree ete ee Y OG saan 3 
Hels par Crono Vian COL Vel UO ste ease one Doone Sole ee ekeee pas) dozses = 1 
TROOPS STR Ree CF ie ag A pc IS I er Fe Q0:222225 1 


@ 2. Bartation Sections.—a. For ail battalion sections ex- 
cept those of separate battalions, squadron sections of horse 
cavalry regiments, and battalion sections of pack artillery 
regiments. 


Article Unit Quantity 

Chest, Medical Department: 
ilaleetcccemtery ool 2 |<: RRR Oo Sek a ee Each___-__- 2 
HIN CDS ce ai tel nt rir odin wees eon eae Sosen See d= 1 
NESTOR ALOR MIZIN SOs ches. acme Sonas Sec coeuact oe. sa cee eee Ci (ene 1 
MATILGEMISOUS Sewanee nabao caste Senet esactcs cae seal Laas ocaceessle=e (i 2 
SDMMESCIS = Sedasanesetejsicsancekcusee cues asecsdadecs a~anale ee d0s52-35 2 
GIOCHI 2s ome Oks noe ane ne ve ee ese eso oleae G0! ose 2 
Tent, small wall, complete with fly, poles, and pins___-_____|-_- doreae= 1 
PROHU DISH er atest ane is OG. Su ey eae meen eiece wae Case...=-- 1 
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For all battalion sections except those of separate bat- 
talions, squadron sections of horse cavalry regiments, and 
battalion sections of pack artillery regiments.——Continued. 


Article Unit Quantity 
BIGHKON OLS. see ee Sons Sto aon caper eo eecces a eee ecw Hach" 22 2 
Litters: 
ALUINING IM Olese eo eee ores Se et ee renee ea nee ae en ee dos sus 12 
W000 DDIG8encrs = 4 sake poe poe eeey eee CREE Eee DEEL aa ae Osea 12 
AXOS, WILD MOLVOS so sere oe nee ee ne mice ee nee ea oem GOccsue> 2 
PICKES | With) MOL VOSss=ton oe ea eee eee eee ees Sess Bh WOsscre = 2 
BHOVEISS Wall HBO en ene nae tee ne erm Seer eae ears Seen ae OG ree 2 
BUCKOUS, GHD VENs eGR G soe oo cee oe eae oes sae ome esal ee G02] 2-22 2} 
acs Genbyva OCOnvention ets se ee ne tins “il epee aie 2 
RODOS; seuniCh, 40 1eebs=. oo ce cs ~ cee ce tl cduceee) Saceeaee te 6 Cc 2 


b. For detachments of all separate battalions and compara- 
ble units —Same as for headquarters and headquarters sec- 
tion. (See par. 1, app. ITT.) 

c. For squadron sections of horse cavalry regiments and 
battalion sections of pack artillery regiments. 


Article é Unit Quantity 

Chest, medical pack: 
IAS se Se Ss eR A ee Sore Oe ee eee ats Each___-_-- 1 
Bu. 2c son eo, “sep sisct bee Ti seer ee sea eel Se dour 1 


@ 3. DENTAL DISPENSARY.—For each dental officer assigned: 1 
each, chest, Medical Department, No. 60. 

Hi VETERINARY SECTIONS.—d. For sections having more than 
one veterinary officer assigned. 


Article Unit Quantity 


Chest, Medical Department 


NOS S0iisetacte srs seen eee eeane Seen cnt ee cceer ee posters Each___-_- 2 
NO: Sled ee eee eer cea e cat cet tener ee Cee ee Cae abe stece 2 
PIGIA eget eee tee ao dees ee ee ee ee Cone ee ern teens Snes 6 (peasant 1 
xm Chenel Velcon ceca cere ct coe coe wee ece se ne eatencne ee ee peee .c (1 khpeitase 1 
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a. For sections having more than one veterinary officer 
assigned.—Continued. 


Article Unit Quantity 
lca wiiblenol yen! shh aire te ae ee ected oc Each.-...: 1 
Shovelsshort-Handled sv .2. see tees. ee ee. See doses if 
USTIGT GUST GN 2 2 See 5 a GENE Sm ne Ae ney trees Oneal d05ss 6 
Fly, wall-tent, large, complete with poles and pins_-__-_-_-__]__- doze Sa: i 
ORK SUG IO. Steen see on, ert. ect Po eae Rg Oo ae RO ea ge: do: 1 
Marker, Green Gross, with staff 2. 2255 2 2 ie. ee ct detke.3: uf 
IRIGKOtNDINS: = Sey oe ed ae bie web ES ad cep ctak Tp lee doz 362 2 
OTe Patti CD 4H MOG Geo oe a 2 he ee ota a eee scene | Oe 2 domes 1 


b. For sections having only one veterinary officer assigned. 


Article Unit Quantity 

Chest, Medical Department: 
Ne SO eae as, serra CTs DR OS ee Fe Aes taps ae Each.....- 1 
TINY Gc $5 prance wep aay a ee eee fe wee 5 Seed eee | oY d0zs:.22 1 
MsintOpRseb. amen ate ne Sete oe ho a sh €0=i2225 uf 
TEMES [C3 (G11 ep ar ee eS Nal ls ed erp oa a Gt ES 1 
AX WHEN HOLVO = ake sa. etn eee aaa oe cab eu dona i 
Pickax, withinel vols te. eae ss ees abso een these doses rf 
Shovel, shortenand led; -f2.45- % -- fsueetes sno awtoweb tee: - [bad (3 (om i 
PEO Ontos Cu ig te css a aes Co bo pees 3 
Fly, wall tent large, complete with poles and pins___-__-.---|--- doen: 1 
Work, stablesscerss- cht oS ee ee saree ee SS doses i 
Marker, Green Cross, with staff__---.-...--+--2+-----=------]--- Cs (ieee i 
A Gicetis AES eater A 9 8 ae ere a a S| doe =e3 2 
HON GseRG DO COU sane a a a ne ee eo cs (a ae 1 


c. Veterinary pack equipment.—For each squadron of horse 
cavalry and each battalion of pack artillery. 


Article Unit Quantity 

Chest, veterinary pack: 
FAY Aree epee te Pre eee Ree Ere Me RES yee aes ies Sees Each-._--- 1 
PPE (2 Sem S Seg be ek ob Rae eee lead d62-2223 1 
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APPENDIX VI 
COMBAT ORDERS FOR MEDICAL UNITS 


@ 1. Written FreLp Orper.—a. Situation.—War between Blue 
and Red has been going on for some time. The Blue ist Divi- 
sion has been engaged with Red forces on previous occasions, 
and Red organization, armament, and other military char- 
acteristics are well known to this division. 

A Red force has been concentrating in the vicinity of Har- 
risburg, Pa. 'The Blue ist Division marched north from Bal- 
timore, Md., May 13, 1940. 

Normal march dispositions were Made of the ist Medical 
Regiment during this march, and standing operating pro- 
cedures have been established for medical service in normal 
situations. At 4:00 AM, May 15, the division field order for 
the occupation of a defensive position was issued. 

b. The order. 

FIELD ORDERS ist Medical Regiment, 
No, 45 WOODENSBURG, Md., 
15 May 1940; 9:30 AM. 


Maps: Gen Map, Gettysburg (1925), 1 inch=5 mi. U. S. Geol 
Surv Map, 1:62,500 Westminster quadrangle, with situa- 
tion overlay herewith (Annex No. 1). 

1. a. A hostile force, estimated to be a corps of two divisions 
and corps troops, is marching south in three columns 
on the general axis: CARLISLE (355—795)—BALTI- 
MORE (gen map). Leading elements of this force 
bivouacked last night on the general line: EAST BER- 
LIN (370-760) HAMPTON (365-760) —BIGLERVILLE 
(345-760) (gen map). No hostile combat aviation has 
been reported. 

b. The ist Div (rein) will organize and defend the position 
shown in Annex No. 1. Formation: brigs abreast. Inf. 
and arty elements will be in position by 11:00 AM, 15 
May. The present adv gd will outpost the position. The 
Ist Sq, Ist Cav, is in contact with the enemy. 

No restrictions on reconnaissance, 
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The det, Ist Med Regt, now atchd to the adv gd, will be 
atchd to the outpost when march conditions cease. 
Evacuation by Army, commencing 7:00 PM, 15 May. 
The 701st Surg Hosp (motorized) will arrive in WOOD- 
ENSBURG at 11:30 PM, 15 May. 
2. This regt will support the div in the defense of the position. 
3. a. The 1st Bn (less Co. B) will establish coll stas in sup- 
port of the 1st and 2d Brig combat teams. It will estab- 
lish liaison with the medical service of the outpost and 
be prepared to assist in the evacuation of the outpost. 

b. The 3d Bn (less Co. G), committing only one company 

initially, will establish a clr sta at HAMPSTEAD (386- 
722) (Geol Surv map). See par. 4a. 

c. The 2d Bn (less Co F) will evacuate the coll stas estab- 
lished by the Ist Bn. The CO, 2d Bn, will select the 
ambulance routes, and inform this CP of his selec- 
tions without delay.. 

d. Co G, when notified of the opening of the new clr sta 
at HAMPSTEAD, will prepare to close the cir sta now 
operating at PIKESVILLE (395-690) (gen map). 

e. The elements of Cos B and F, when relieved from at- 
tachment to the outpost, will proceed without delay 
to HAMPSTEAD and report to their respective com- 
panies. 

f. Cos B and F (less elements atchd to the outpost) will 
proceed to HAMPSTEAD and there await orders in 
reserve, prepared to move on 15 minutes’ notice. The 
movement to HAMPSTEAD will be directed by the 
CO, Co. F. 

zx. (1) The 2d Bn will transport all foot elements of the 

1st Bn into positions. 

(2) All movements into positions will commence at 
11:30 AM, 15 May. 

(3) All units will be in position with necessary stations 
established and ready to operate by 3:00 PM, 15 
May. 

(4) Bn comdrs will report without delay the exact loca- 
tions of their stations. 

(5) Parking of vehicles on the BALTIMORE AND HAN- 
OVER ROAD is prohibited. 
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(6) The use of the following roads by med vehicles is 
prohibited: 

(a) Road: ALESIA (388—-732)-—-MILLERS (386— 
730) ; 

(b) Road: BECKLEYSVILLE (393-727)—AL- 
BANTOWN (390-727); (all Geol Surv 
map). 

4. a. The Hq and Serv Co, moving with the 3d Bn, will pro- 
ceed to HAMPSTEAD and establish sta in the vicinity 
of the clr sta thereat. 

b. Army medical depot: BALTIMORE. 
c. Distribution of all classes of supplies: standing operating 


procedure. 
5. CPs: Ist Med Regt: WOODENSBURG, closing 12:45 PM, 
15 May. 
HAMPSTEAD, opening 12:30 PM, 15 
May. 


lst Bn: Vicinity of GREENMOUNT (385-725) (Geol 
Surv map), to open not later than 1:30 PM, 
15 May. 
2d Bn: Vicinity of GREENMOUNT, to open not 
later than 1:30 PM, 15 May. 
3d Bn: HAMPSTEAD, to open not later than 1:30 
PM, 15 May. 
OFFICIAL: 
JOHN C. DOE, 
Col, 1st Med Regt, 
Commanding. 
RICHARD C. ROE, 
Capt, 1st Med Regt, 
S-3. 
Annex No. 1: Overlay of situation (omitted). 
Distribution: A. 


® 2. Spoken FIELD OrDERS.—d. Dictated field order.—(1) Situ- 
ation.—In compliance with Field Orders No. 45, 1st Medical 
Regiment (see par. 1, app. IIT), Company C has been directed 
by the battalion commander to support the 2d Brigade com- 
bat team with its collecting station located in the general 
vicinity of Alesia (388-732). The commanding officer of the 
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2d Battalion directed Company E to evacuate the collecting 
station(s) of Company C. 

After arriving in Alesia with his company, completing his 
reconnaissance, and conferring with the commanding of- 
ficer of Company E, the commanding officer of Company C 
assembles his platoon commanders and issues the following 
spoken field order: 

(2) Order.—Follow me on your maps. We are now at the 
southwestern exit of the village of Alesia. That direction 
(pointing) is north. This street (pointing) runs almost due 
northeast. Note the high hills to the northeast; just beyond 
them lies the stream known as Gunpowder Falls. 

Copy this order as I give it, placing as much of it on your 
maps as possible. 

A hostile force, estimated to be a corps of two divisions with 
corps troops, is approaching this area from the north. No 
hostile combat aviation has been reported. It is estimated 
by the brigade staff that no attack can be made against this 
sector of our position before daylight tomorrow. 

This division is organizing and will defend a position along 
the general line: Gunpowder Falls, Lineboro, Dug Hill Ridge. 
Formation: Brigades abreast, with the 2d Brigade on the 
right. The boundary between brigades is as follows: West- 
ern Maryland Railroad from Greenmount to Millers, thence 
the highway north through crossroads 792 to road junction 
712, thence along the eastern slopes of the hills to Blackrock, 
and thence north along the stream to the vicinity of road 
junction 781—all to the 2d Brigade. 

The position is outposted, and our cavalry is in contact with 
the enemy. 

The 2d Brigade will defend its sector with regiments 
abreast, the 4th Infantry on the right. Boundary between 
regiments: the highway from Alesia to Roller and thence 
along Muddy Creek, all to the 3rd Infantry. The brigade is 
organizing and occupying that part of its sector from its left 
boundary to Roller; and is organizing an extension from 
Roller to Rockdale. After the organization of the extension 
is completed, the brigade reserve will be withdrawn into the 
valley along the railroad just southwest of where we are 
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standing (pointing). One battalion of the 4th Infantry is 
to go to division reserve at the same time. 

Company E will evacuate our collecting station, and will 
also operate advanced ambulance shuttles. 

This company will support the 2d Brigade combat team 
initially with one collecting station established in Alesia. 

The 1st platoon will establish the collecting station in that 
church (pointing). Liaison agents will be dispatched at once 
to establish contact with aid stations. Liaison will be estab- 
lished at once with the medical service of the outpost. 

The 2d platoon will evacuate the aid stations of the 3d 
Infantry and of the artillery located in its sector. The pla- 
toon commander will submit recommendations for advanced 
ambulance loading posts before 2:30 PM today. 

The 3d platoon will remain in reserve initially, prepared to 
support elements of the 4th Infantry either in the occupa- 
tion of the extension or in a counterattack. The platoon 
commander will submit recommendations for advanced am- 
bulance loading posts in rear of the extension before 3:00 PM 
today. 

The use of the road between Alesia and Millers, which is 
that road that you see there (pointing), and of the road 
between Beckleysville and Albantown, is prohibited. 

_ The ist and 3d platoons will mess at the collecting station. 
Hot food in containers will be delivered to ambulance loading 
posts for the 2d platoon. 

The company CP will be at the collecting station. 

Any questions? 

It is now 1:10 PM. 

Move out. 

b. Oral field order.—(1) Situation.—Liaison agents have 
returned to the CP of Company C with the exact loca- 
tions of all aid stations established in the brigade sector. 
The commanding officer of the 2d Platoon of Company C, 
accompanied by the junior officer of Company E, has recon- 
noitered all roads in the immediate rear of the position, 
obtained the information secured by liaison agents, and made 
his recommendations for the locations of advanced ambulance 
loading posts. These recommendations have been approved. 
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He then assembles the section leaders of the 2d Platoon and 
issues the following oral order: 

(2) Order——I have prepared these road sketches of this 
area (issues road sketches to section leaders). We are in 
Alesia. At that end of this street (pointing), the road to the 
right leads to Roller and you can see it as it winds around that 
nose (pointing). On this road about 300 yards from town is a 
crossroads. At this crossroads the road to the left leads down 
- the valley, parallel to the railroad. About a mile northeast 
of the crossroads this road crosses the railroad and shortly 
afterward crosses a small stream. Find that place on your 
sketches and mark it as the aid station of the 3d Battalion of 
the 3d Infantry. 

At the other end of this street (pointing), the road to the 
right runs immediately in rear of the position of the 3d 
Infantry, on the average about 1,500 yards in rear of the 
main line of resistance and, at several points, it crosses the 
regimental reserve line. Just on top of that hill (pointing) 
there is a road junction where a road leads to the left, or 
southwest. About 500 yards down this road to the left, at the 
head of a draw, is the aid station of the 2d Battalion of the 
3d Infantry. Mark that point on your sketches. 

Now, coming back to this main road out of Alesia that you 
see there (pointing), after it crosses that hill (pointing) it 
dips down into a narrow valley and crosses a small stream. 
This stream crossing is about a mile and a half from Alesia. 
Downstream about 300 yards from the point where the road 
* crosses there is a stream junction. The aid station of the 1st 
Battalion of the 3d Infantry is located at that stream junc- 
tion. Mark that on your sketches. ; 

There has been no change in the situation since I explained 
it to you earlier in the afternoon. 

One section of ambulances of E company has been detailed 
to operate advanced ambulance shuttles in the sector of the 
3d Infantry. That is the section, parked right across the 
street (pointing). The ambulance commander has assigned 
the leading three ambulances to the left shuttle and the rear 
two to the right shuttle. Liaison agents will accompany the 
litter bearer sections and guide them to aid stations. 
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I shall take the first section and establish loading posts for 
the aid stations of the ist and 2d Battalions of the 3d Infan- 
try. The first section will entruck in the three leading am- 
bulances. 

The second section, less one corporal and three litter squads, 
will entruck in the two rear ambulances and proceed on the 
road leading down the valley there (pointing) to the aid sta- 
tion of the 3d Battalion of the 3d Infantry. This section 
will establish and operate an ambulance loading post as near 
to this aid station as is practicable. 

The three litter squads withdrawn from the 2d section, 
commanded by the corporal, will remain here at the collecting 
station awaiting orders. 

Cooked food will be delivered at all ambulance loading 
posts. 

Send all messages for me to the collecting station. 

Any questions? 

It is now 2:45 PM. 

Entruck your sections. 
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